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[ the ten-year period now drawing to a close, the 

field of gastric surgery has widened. Previous 
to that many of the procedures now used were con- 
sidered altogether too extensive. As our under- 
standing of the mechanics of the many operations 
on the stomach continues to grow, the ingenuity 
which research centers has shown grows in pro- 
portion. Only a week ago a preliminary report of 
the substitution of the colon for a totally resected 
stomach was reported at the College of Surgeons 
meeting in Boston. The details of execution of 
this procedure do not come within the scope of 
this discussion, but include many of the essential 
fundamentals which I shall mention. 

The complications of gastric operations arise 
directly as the result of failure to strictly adhere to 
fundamental knowledge. Lack of knowledge is 
not an excuse any longer. Lack of experience is 
rapidly fading from the picture as the education 
of the young surgeon becomes more mature before 
he sets forth on his career. Gastric surgery is the 
delight of the residents and is now approached by 
that group, as men of my day would approach an 
appendix or hernia. I have wondered many times 
if present day education does not lay more emphasis 
on the more complicated surgical procedures than 
they deserve, with the resulting lack of experience 
in the more common garden variety of surgical 
disease. Better anesthesia, wider and safer use of 
blood and its substitutes and the recognition of 

the physiological deficiencies have all contributed 
to make gastric operations easier, with the growing 
| opinion that the gastric cripple is such by election. 
) In all operations on the stomach most complica- 
tions are preventable if proper choice of operation 
is made for each individual patient. The keynote 

y of prevention is largely necessary circulatory sup- 
*Presented at the John F. Kenney Memorial Clinic of the 


Memorial Hospital Internes’ Alumni Association, Novem- 
ber 1, 1950. 
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port during and immediately after the operation, 
together with adequate decompression of the in- 
testinal tract during the period the patient needs 
to establish his recovery. 


The duodenum is the site of the most prominent 
danger. Proper and satisfactory closure is oc- 
casionally difficult to achieve in both perforated 
ulcer and gastrectomy. The chronic ulcer of many 
years duration has created anatomical distortions 
that may be difficult to unravel. The tissues are 
frequently friable, adherent or severely scarred. 
Exclusion of the ulcer is frowned upon in many 
clinics but may be a valuable procedure in shorten- 
ing the time of operation and insuring that it re- 
main closed. Operation by exclusion, leaving the 
ulcer in place, should be occasionally used, and is 
less dangerous than draining with tubes, and should 
always be considered as a “stage” in gastrectomy. 
The patient should be so informed, and advised of 
the danger of gastro-jejunal ulcer if the second 
stage is not elected at a later date. Perforation of 
the duodenal stump may be frequently anticipated, 
and if any question of security of the closure 
should remain at the time of operation, a drain to 
the suture line, brought out through a stab wound, 
may save the patient the second trip to the operat- 
ing room for its insertion. There should be no 
hurry to remove this drain, and it may be left for 
two weeks if any question of impaired gastro- 
intestinal function remains. It has been my experi- 
ence to have a duodenal stump perforate 12 days 
after gastrectomy. 

Operation by exclusion still allows the ulcer to 
perforate, either early or late and the very fact 
that it has not been removed should keep one con- 
stantly on guard during the immediate post-opera- 
tive period. Adequate decompression can be ac- 
complished with an inlying stomach or intestinal 
tube for the first two or three days, and by daily 
enemata thereafter. It has been my rule, if no 
contraindications exist, to leave a stomach tube in 
place on gravity drainage for 48 hours, irrigating 
it with an ounce of saline every hour or two while 


it is in place. Irrigation may be unnecessary if the 
continued on next page 


134 


tube drains well, but more often than not there will 
be some old blood in the remaining stomach which 
may tend to interrupt the flow. The contraindica- 
tions to gastric tube drainage are difficult to enu- 
merate and rest largely in the factors that make it 
intolerable to the patient. These factors may be 
anticipated, usually before the operation, and al- 
ternative methods of keeping the stomach and 
intestine decompressed may be elected at the time 
of operation. 

Ambulation is recommended on the second day ; 
the tube is removed, and small amounts of water 
by mouth are allowed. Each 12 hours after re- 
moval of the tube the gastric residue is measured. 
This measurement is continued at the same time 
interval until the amount is under 100 cc. The 
enema on the second or third day may be produc- 
tive of considerable flatus, and should be given 
daily until the bowel activity becomes normal. In 
the gastric operation where responsibility for post- 
operative attention is divided among several of the 
resident staff, there may be a neglect of bowel 
activity, which will occasionally be the cause of a 
serious complication at the end of a week. 

Perforation of the gastro-jejunal anastomosis 
may occur during the first week, and almost always 
happens when the decompression has been inad- 
equate. Perforation at this point may occur as a 
result of impaired blood supply, and its frequency 
is in direct relation to the level of the resection. 
In high resection a wide berth must be given to the 
remaining blood supply on the greater curvature, 
and must be most meticulous when mobilization of 
the distal stomach is performed for transfer into 
the chest. Adequate post-operative decompression 
will give nature a better chance when the blood 
supply is not seriously threatened. 

The type of anastomosis has much to do with 
perforation at this point. The tendency has 
become greater during the past two years to 
decrease the size of the gastro-jejunal opening, 
in an effort to prevent a “dumping syndrone.” This 
latter has been one of the vague descriptions which 
we occasionally encounter, and the nature of what 
is happening has likewise been inadequately de- 
scribed. The term itself is undoubtedly a bad one 
and would not be sorely missed if it were eliminated 
completely. Whether the post-prandial discomfort 
is caused by edema around a small opening, or the 
admission of undigested food into the bowel too 
soon after it enters the stomach is of little con- 
sequence. My experience with this type of dis- 
comfort has fortunately been small, and in no 
instance have symptoms persisted longer than four 
or five months. The search for the answer to 
“after eating” discomfort will undoubtedly con- 
tinue and each new discovery will not apply to all 
of the complaints. The emotional nature of these 
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patients will present numerous descriptions, and 
each should be again individualized. Every surgeon 
must develop his own technique to constantly im- 
prove his operation and have fewer dissatisfied 
patients. In my hands a gastro-jejunal anastomosis 
2% cm. in diameter has caused the fewest head- 
aches. 

Obstruction following operation on the stomach 
or duodenum can be most troublesome. The re- 
pair of the perforated peptic ulcer, either in the 
duodenum or stomach itself may be exceedingly 
trying. One may frequently determine at the time 
of operation that the continuity of the gastro-in- 
testinal tract has been violated. The large per- 
forated ulcer surrounded by edema and inflamima- 
tion is not only difficult to close, and will frequently 
tax the ingenuity of the surgeon, but also will rep- 
resent the small percentage of cases that do not do 
well. In the presence of perforation prior to opera- 
tion, extensive surgery should be avoided if at all 
possible. We read of the glowing reports of gas- 
trectomy for perforated ulcer as a routine. But this 
procedure should be reserved for the exception. 
In evaluating the type of operation, the surgeon 
must try to design his approach to get the patient 
well enough to operate on again, under circum- 
stances that find both patient and surgeon more 
equal to the task at hand. To depend on tube drain- 
age for the relief of the edema is dangerous, and 
should never be employed in those patients who 
have had any history suggestive of partial obstruc- 
tion prior to the perforation. Gastro-enterostomy 
may be the operation of choice in addition to closure 
of the perforation, may be quickly done, and re- 
quires a minimum of trauma to an already over- 
taxed peritoneal cavity. It is the operation that 
one admits too often he should have done when the 
mortality is defended. It seems needless to add 
that anterior gastro-enterostomy in perference to 
posterior, still further lessens the risk. 

Obstruction following gastrectomy may occur in 
either loop of bowel or at the stoma. The trouble- 
some obstructions which I have experienced have 
arisen after the first week and failed to respond to 
tube decompression. Re-operation may not be too 
long delayed in these patients, and when obstruc- 
tion is complete it will almost make its own diagno- 
sis. Delay in operating on any small bowel obstruc- 
tion is dangerous, with the attending disturbances 
of dehydration down through alkalosis, tetany and 
death. Delay is probably too often advised in early 
small bowel obstruction, in the vain hope that an- 
other day will find the patient better able to tolerate 
another procedure. Complete obstruction at the 
gastro-jejunal stoma is essentially small bowel 
obstruction and should always be so treated by 
early surgical correction. 

In preparing these patients for operation, strict 
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attention must be given to electrolyte balance. With 
patients whose chloride metabolism has been even 
slightly disturbed, the use of intravenous hyper- 
tonic saline is always well tolerated. In this hos- 
pital we are using 500 ce of 5% sodium chloride 
given intravenously at a rate not to exceed 60 
drops a minute. I am aware that this procedure 
violates the teachings in physiology of only a few 
years ago, where any solution not isotonic was 
thought to be contraindicated. In patients who 
need sodium chloride, a 10% solution may be used 
in lesser amounts with equally good results. The 
metabolism of potassium is still not well understood 
by most clinicians, largely because of the difficulties 
attending its measurement. It is rapidly gaining 
ground and will be a “must” in some of these prob- 
lem cases in another short while. 

The flame photometer is still not completely 
adequate, is still expensive, and undergoes a revi- 
sion again at about the time the technician has 
learned how to use it well. The use of the electro- 
cardiogram should be more generally employed 
both before and after operation. In this manner, 
the changes that occur during the post-operative 
course may be observed and adequately treated. In 
patients who have developed post-operative ob- 
struction, the electrocardiogram is still valuable 
and may be reported as being consistent with 
potassium deficiency. Potassium deficiency should 
always be considered in the patient who fails to 
respond to adequate sodium replacement as I have 
discussed above. Blood transfusion remains the 
safest method of correcting a potassium deficiency 
quickly. The patient with refractory alkalosis will 
frequently have his process reversed with one pint 
of blood. It has been my observation that a pint 
of blood that is nearing its expiration date of 21 
days will do this job best. For one who has so 
consistently advised fresh blood for so many years, 
this may strike a strange note. It is very simply 
explained. The potassium content of stored blood 
will rise from 5 meq/L to 25 meq/L, in 21 days, 
with a slight drop in sodium, and a chloride level 
that remains constant. As we have made whole 
blood safe for transfusion after 3 weeks of storage, 
with no appreciable rise in reactions, it naturally 
follows as a logical and safe means of injecting 
potassium. It likewise, is simple arithmetic that a 
pint of blood containing 25 meq/L of potassium 
is 5 times as effective as a pint of fresh blood that 
contains 5 meq/L. 

_ Obstruction may occur beyond the anastomosis 
in either the emergency or elective operation. 
Other pathology in the G.I. tract can be respon- 
sible, hut represents a very small percentage. Ex- 
ploration of the abdomen in patients with a per- 
forated ulcer is not commonly done. Aspiration 
of the pelvis before closing the peritoneum should 
be a routine, and may be very quickly done with 


no added trauma. Aspiration of old blood inad- 
vertently spilled during gastrectomy is always de- 
sirable, and most frequently will be found in the 
upper left quadrant. If allowed to remain it may 
have time to act as a culture medium before its 
absorption, despite the usual effective use of anti- 
biotics. 

Complications in the biliary tract are not too 
common, but are worthy of mention. When the 
duodenum appears easy to mobilize particularly in 
the long standing ulcer, the location of the common 
duct should be determined before proceeding. In- 
jury may be very easy in turning in the duodenal 
stump. Exploration of the common duct at the time 
of gastrectomy, with the insertion of the long limb 
of a T-tube into the duodenum may be accomplished 
quickly and should be done in all instances, when 
it appears to be too close to the duodenal suture 
line. On the other hand a transitory post-operative 
icterus is not uncommon and should not be alarm- 
ing unless it becomes progressively worse. 

If this T-tube is used it is best left in place until 
all fibroblastic activity has ceased. This may take 
from 3 months to a year, all recent opinions to 
the contrary notwithstanding. Re-operation for 
jaundice following gastrectomy should never be 
hurried. 

Gall stones and ulcer do not commonly go to- 
gether but may occasionally be seen. One should 
always ask himself in the presence of a patho- 
logical gall bladder whether a defect shown by 
x-ray may be caused by the gall bladder. If both 
ulcer and gall bladder pathology can be demon- 
strated, and gastrectomy still appears necessary, 
the gall bladder should be removed first. It is much 
easier to treat at the time it is exposed than to risk 
the complicating factors that may be produced if 
it is left in. 

It has been a recent experience of mine to per- 
form a sub-total gastrectomy for bleeding ulcer in 
a patient with a normal gall bladder in every re- 
spect at the time of operation. Twelve days after 
operation and following a most benign post-opera- 
tive course he began to vomit, and complained of 
vague abdominal distress. His temperature and 
blood studies were not revealing. X-ray of his 
stomach demonstrated what appeared to be a 
dilated efferent loop, with obstruction. I operated 
upon him after about 6 hours of study, for intes- 
tinal obstruction, only to find a gangrenous gall 
bladder with bile seeping through a soft area in the 
fundus. Cholecystectomy was followed by an un- 
eventful course. 

Lesions of the stomach may involve the colon, 
particularly if on the greater curvature or posterior 
wall. The contraindication to colon resection is 
lack of adequate preparation. In contemplating 
operation for gastric lesions located as described 


above, one must be sufficiently alert to expect to 
continued on page 138 
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- of the lung shares with every form of 
visceral cancer the reputation of an inexorable 
and treacherous enemy. There is little need here to 
embellish the classic picture of the disease: cough, 
hlood-spitting, weight-loss, fever and chest pain 
are its cardinal symptoms; bronchial obstruction, 
unilateral wheeze, pleural effusion and clubbing 
its physical signs. The urgent problem is recogni- 
tion of cancer that is masquerading as “atypical 
pneumonia’, a “touch of virus’, or a rationalized 
but unexplained shadow in the chest film, and it 
becomes important to consider the symptoms, 
usually of a commonplace nature, that demand an 
X-ray examination of the chest. A change in cough 
habits should sound a warning, or the day-to-day 
streaking of the sputum which may be attributed 
to the fact that the patient is coughing harder than 
usual, but which has the same significance as occult 
blood in the stool of gastro-intestinal malignancy. 
Careful consideration must be given to the trivial 
respiratory infection which may precipitate com- 
plete bronchial block ; the patient cannot throw off 
the “cold” which follows the way he has always 
done in the past. 

There is, of course, the individual who, for one 
reason or another, steps into a chest survey or has 
a “routine” chest film taken. Instead of tubercu- 
losis, the shadow of a peripheral or mediastinal 
mass is discovered and the responsibility of exclud- 
ing cancer is thrust upon the physician. The prob- 
lem is not an easy one, although in a general way, 
exploratory thoracotomy has achieved about the 
same safety, if not the convenience, of an explora- 
tory laparotomy. It is to be hoped that the many 
explorations that have been done for asymptomatic 
chest shadows may furnish data upon which to 
improve our differential diagnosis of these lesions 
in the future. It is fortunate that the form of 
tuberculosis that is confused with tumor of the 
lung can ordinarily be excised with safety and, in 
fact, is probably best treated by excision. 

*From papers read before the Rhode Island Medical 
Society at Annual Cancer Conferences, October 26, 
1949 and October 18, 1950. 


At this point, I should like to digress on the sub- 
ject of what constitutes an adequate radiologic 
examination of the chest, particularly where the 
suspicion of carcinoma has been raised. I would not 
trespass in the radiologist’s domain except to point 
out that we rely on him to fluoroscope the patient, 
to note if there is evidence of trapped air and to 
define areas of consolidation or collapse with suit- 
able oblique and lateral films. We trust also that 
he will not indulge in lipiodol bronchography, for 
not only is it usually unnecessary, but such evidence 
is poor indeed upon which to decide the nature 
and level of bronchial block and it may confuse 
indefinitely later films of the patient. Lipiodol may 
he indicated in certain cases of carcinoma of the 
lung, but only under special circumstances to an- 
swer a specific question. 

The physician confronted with a diagnosis by 
x-ray of a probable carcinoma of the lung — or 
“cancer cannot be excluded” — may well inquire 
as to further diagnostic steps he should take before 
referring the patient for surgery. Ina large center 
this may not disturb him greatly, but if referral 
involves transport to a distant city or considerable 
domestic dislocation, the physician may well — in 
fact, should — pursue the problem further. Four 
important steps come to mind. 

First, careful palpation of the supraclavicular 
areas for sentinel nodes. It would seem super- 
fluous to mention this were it not for the surprising 
frequency with which these are missed when their 
discovery and biopsy might have furnished an 
accurate diagnosis and a firm basis upon which to 
plan the patient's management. 

Second, aspiration of pleural effusion, if present. 
I‘luid so obtained may contain tumor cells, although 
their identification may tax even the most experi- 
enced pathologist. If the fluid is frankly bloody, 
the outlook for the patient is bad, assuming always 
that the diagnosis of cancer has been established 
by other means. If the fluid is small in amount and 
clear it does not, of itself, constitute a bar to 
surgery although the prospect is a discouraging 
one. 

Third, collection of fresh sputum for cytologic 
examination. (We assume that tuberculosis has 
been considered and the organisms searched for.) 
By this method a positive diagnosis can be made 
in about 70% of patients who have cancer of the 
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lung. False positives are rare but do occur just 
often enough to be disturbing. Done in conjunc- 
tion with irrigation and aspiration of the limbs of 
the bronchial tree, cytologic examination of the 
sputum has extended the range of the broncho- 
scope. One would not operate solely on the basis 
of a positive smear, nor withhold operation merely 
because it was negative, but in the borderline case 
it may give extremely useful information. 

Bronchoscopy is the fourth important step re- 
ferred to. Although the value of this procedure 
goes without saying, its indiscriminate use is to be 
deplored. To be of maximum value it should yield 
information beyond merely a specimen for his- 
tologic study. It should establish the integrity of 
the recurrent nerves which may be knocked out by 
mediastinal extension of a tumor; it should estab- 
lish the level of bronchial encroachment ; and by 
observation of the carina and fixation of the major 
bronchi, it should suggest the degree of medias- 
tinal involvement. This information may or may 
not make a thoracotomy unnecessary, but note that 
this information plays an integral part in the over- 
all surgical management of the patient and there- 
fore is usually best left to the team that is finally 
charged with the surgical responsibility. 

The criteria of inoperability in carcinoma of the 
lung can be defined only in relation to the individual 
patient except for such obvious manifestations of 
disseminated cancer as pathologic fracture, cerebral 
or central nervous system metastases, and the like. 
Cancer of the lung is in a strategic position to seed 
the body with hematogenous deposits and is prone 
to do so. 

Obviously the general state of the patient may 
preclude operation, but age is accorded less and 
less respect and debility can often be corrected. It 
has been our practice to consider the patient’s abil- 
ity to perform his usual daily tasks without unusual 
dyspnoea as a measure of his exercise tolerance, 
and the apparent rather than actual age of the 
patient has entered into calculation of the risk. 
Cardiac reserve is subject to somewhat more ac- 
curate analysis. 

Massive pleural effusion, particularly if bloody, 
is usually considered evidence of incurability by 
surgical means. A paralyzed vocal cord, a Horner’s 
syndrome, cervical and brachial plexus pain gen- 
erally indicate that the disease is not even locally 
resectable; intercostal pain does not, especially 
when the chest film indicates that involvement is 
reasonably far out along the intercostal nerve. It 
is to the patient who is suffering from severe inter- 
costal pain that resection, if it can be effected, may 
afford the greatest degree of palliation even if the 
prospect of cure is dim indeed. 

Evidence of superior mediastinal compression 
usually means that surgery will be futile except 
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insofar as exploration may be necessary to estab- 
lish an accurate diagnosis. In this regard, aspira- 
tion biopsy must be considered and we have re- 
served its use for those patients in whom the 
criteria of inoperability are convincing but in 
whom we lack the histological proof that may be 
needed to set up an intelligent plan of x-ray treat- 
ment. The latter may bring considerable relief of 
pain and may also alleviate or postpone many of the 
symptoms of bronchial and mediastinal obstruction. 

Operability and resectability rates in cancer of 
the lung are the product of so many factors that 
their informational value is limited. We (1) have 
recently surveyed the results of surgical manage- 
ment of carcinoma of the lung at the Massachusetts 
General Hospital and determined that in the 20 
year period, 1930-1950, of 681 cases proven to 
have carcinoma of the lung, 294 or 43.2% were 
explored and 171 or 25.1% (of proven cases) re- 
sected. In this same period 1130 presumptive 
diagnoses of cancer of the lung were made. This 
43.2% operability must be considered against a 
background of all patients admitted to the medical 
and surgical services of a large general hospital, 
as well as those referred to the private divisions of 
that hospital. They can be applied to the commun- 
ity at large only after consideration of these limita- 
tions. Furthermore, it is virtually impossible to 
discover what percentage of resections was done 
with a reasonably optimistic prospect of cure and 
how many were done on a “palliative” basis. 

Perhaps the present operative mortality rate in 
resections undertaken for carcinoma can best be 
characterized as “reasonable.” For example, in 
53 resections for cancer done at the Massachusetts 
General in 1948 and 1949 there were two deaths 
(one pneumonectomy and one lobectomy). An 
expected mortality of between 5% and 10% is a 
reasonable figure to enter into the “calculated risk”, 
and represents the number of times the ice will be 
just a little too thin. Fortunately the problem of 
serious post-operative infection, though not elim- 
inated, has been reduced to a minimum. 

The tremendous reduction of serious infection 
has done a great deal to improve the immediate 
post-operative morbidity following resection of 
the lung. On the other hand, long-term morbidity 
is extremely hard to assess or predict. It is not 
difficult to select patients who have tolerated the 
loss of one lung with surprising ease. It is also not 
too difficult to cite examples of respiratory crip- 
ples and chronic invalids among these patients. 
Without doubt a certain number of patients will 
suffer from their diminished pulmonary reserve as 
degenerative diseases of the cardiovascular system 
throw a greater strain upon the lesser circulation. 
The physiologic disability may be none the less real 


because it is hidden in terms of reserve. The most 
continued on next tage 
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common disability, shortness of breath, has a tre- 
mendous psychic component, as do chronic fatigue 
and heat intolerance. 

What are the results of resection for cancer of 
the lung? Again to refer to the survey quoted 
above, it was found that for all patients who under- 
went resection, either pneumonectomy or lobec- 
tomy, for cancer prior to 1948, a survival curve 
could be constructed that compared favorably with 
other visceral cancers. If a tumor could be resected, 
either by pneumonectomy or lobectomy, 52% 
(61/118) survived one year, 38% (45/118) sur- 
vived two years, 26% (27/104) three years, 20% 
(17/86) four years, and 14% (10/69) survived 
five years. Since the calculation of these survivals 
included experience in the years when operative 
mortality was by present standards excessively 
high, it was thought reasonable to calculate sur- 
vival on the basis of patients who left the hospital 
alive and hence had the opportunity to survive. 
Obviously, this set the survival curve at a higher 
level. It was found that of 46 who underwent re- 
section more than five years prior to the study and 
who left the hospital alive, 10 or 22% survived 5 
years or more. The reader is referred to the orig- 
inal report for further break-down of these figures 
and for a discussion of the place of lobectomy in 
the treatment of cancer of the lung. However, a 
few pertinent points should be made here. The 
survival rates are based upon 100% follow-up of 
all patients undergoing resection, a matter of great 
importance when dealing with cancer statistics 
involving relatively small numbers. Secondly, 
adenoma of the bronchus was recognized as an 
entity separate from cancer of the lung for, no 
matter what disagreement there may be concerning 
its cell characteristics, its clinical behavior, par- 
ticularly in its excellent survival rate following re- 
section, is such as to warrant separate consideration. 

It must be remembered that the survival rate of 
14% is of those patients in whom resection was 
possible, a mere 25% of the proven cases. The 
salvage is therefore only 3.5% of all patients in 
whom the diagnosis could be proven. The chal- 
lenge and the hope lie in the education of the 
patient and the stimulation of the doctor. Panic 
must be avoided in the patient, inertia in the 
physician. 


REFERENCE CITED: 
1 Churchill, E. D., Sweet, R. H., Soutter, L., Scannell, 
J. G.: The Surgical Management of Carcinoma of the 
Lung. Jour. Thor. Surg. 20: 349-365, September, 1950. 
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find either the transverse mesocolon or colon itself 

somehow involved in the process. The mid-colic 

artery seems to have an unusual affinity for the 
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posterior wall ulcer or carcinoma on the greater 
curvature, and when involved must be divided. |n 
resection of the transverse colon, in the course of 
gastrectomy, the mesentery should be attacked first, 
followed by mobilization of both hepatic and 
splenic flexures. I have now performed this com- 
bined procedure four times for carcinoma. Each 
patient has done well, and three are still living. 
The fourth case was a 75 year old man with 
pernicious anemia who was quite well for over 
3 years. His death is presumed to be due to re- 
currence of his carcinoma. 


The posterior wall ulcer that is attached to the 
pancreas may be excised, cauterized and left at- 
tached, in preference to the disturbing bleeding 
which may be encountered in its removal. Removal 
should not be performed if the lesion is an ulcer. 


Hemorrhage following gastrectomy is most dis- 
turbing. Treatment needs to be individualized. 
Multiple transfusions may maintain the patient, 
and careful observation of his blood studies at fre- 
quent intervals throughout the day and _ night 
should determine the course to take. It is difficult 
to advise re-operation at an early hour, but should 
be considered quickly if ground is being lost. 
Wound infection and evisceration need no com- 
ment except that they be treated in the usually 
accepted manner. 


Vagotomy may be classed as a gastric operation, 
I presume. I have performed it only im the course 
of total gastrectomy. It is my feeling that vagotomy 
is a poor substitute for more definitive surgery, 
whether staged or not. I am aware that it is 
thought well of in some clinics, and it has been 
occasionally performed in this hospital. The de- 
layed emptying of the stomach even with gastro- 
enterostomy seems a natural sequence to the divi- 
sion of such important structures. It has not been 
completely accepted in many other clinics, and 
reserved for the most carefully selected cases. 
As I have listened to many discussions during the 
past few years, it is my feeling that vagotomy for 
ulcer will not stand the test of time, and will be 
discarded as a fad for further investigation by 
another generation. It is possible that all of these 
complications will become eliminated as the star of 
cortisone and A C T H continues to rise. 


Summary 
1. Complications of Gastric Operations have been 
discussed. 
2. Adequate post-operative decompression is em- 
phasized as the best means of preventing many 
of them. 


3. Stage operations on the stomach are given 
prominent recommendation. 
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MEDICAL ASPECTS OF ATOMIC EXPLOSIONS* 


ERNEST K, LANDSTEINER, M.D. 


The Author. Ernest K. Landsteiner, M.D., of Provi- 
dence. Assistant Surgeon, Department of Urology, 
R. 1. Hospital. Delegate from R. I. Medical Society 
to Rochester Atomic Energy Project Conference, 1950. 


7 ATOMIC BOMB is primarily a_ strategic 
weapon, and the choice of target and method 
of employment require the evaluation of a number 
of factors. The one property that makes an atomic 
bomb explosion different from that of any other 
type of weapon is the nuclear radiation produced. 
Thus far five atomic bombs have been detonated, 
three of them under test conditions. The first 
bomb was set off under experimental conditions 
from a tower in New Mexico in July of 1945. 
The second bomb was dropped on the city of 
Hiroshima from a B-29 bomber on August 6, 
1945. Over four square miles of the city were 


instantly and completely destroyed. 66,000 people 
were dead or missing and 69,000 injured. Three 
days later another B-29 dropped an atomic bomb 
on Nagasaki, totally destroying 1.9 square miles of 
the city. The number of persons dead and missing 
in Nagasaki were 39,000. 25,000 more were in- 


jured. The fourth and fifth atomic bombs were 
dropped at Bikini as part of an atomic bomb 
experiment. 

The detonation of a conventional atomic bomb 
such as was used over Japan liberates an amount of 
energy about equivalent to that produced by the 
explosion of 20,000 tons of TNT. This is the same 
amount of energy as is liberated when 2 lbs. of 
uranium 235 are completely fissioned, but since all 
the atoms present in the uranium of an atomic bomb 
are not split, it consequently takes more than 2 Ibs. 
of uranium to produce such an explosion. 


Underlying Principle 

Uranium 235 and plutonium are said to be the 
substances used in the production of such a bomb. 
The underlying principle is that of a tremendously 
rapid chain reaction in which the neutrons liberated 
by the disintegration of one atom of uranium go 
on to cause disintegration of other atoms of urani- 
um with the production of more atom splitting 


* Presented at the Midwinter Meeting of the Rhode Island 
ai Society, at Woonsocket, R. I., December 13, 


neutrons. At the same time tremendous amounts 
of energy are liberated by the uranium which is 
split. Since not all of the neutrons find their target 
but may escape the confines of the mass of uranium 
and therefore be unable to cause fission, it is neces- 
sary to have a quantity of uranium of such size that 
its surface area is relatively small and that neutron 
loss will be small. This quantity of uranium is 
called the critical size or mass. A quantity smaller 
than this will not explode and a quantity larger 
than this will explode instantaneously. It is evident, 
therefore, that an atomic bomb will consist of two 
or more masses of uranium, each of smaller than 
critical size. The detonation of such a bomb will 
occur when these subcritical masses are brought 
together to form a mass of greater than critical size. 
The method employed to achieve this “bringing 
together”’in such a way that it occurs almost instan- 
taneously is the secret of the detonation of an atomic 
bomb. 

An atomic explosion is associated with a number 
of characteristic phenomena, some of which pro- 
duce visible effects while others are not directly 
apparent. Certain aspects of these phenomena will 
depend on various circumstances such as whether 
the bomb is exploded in the air, under water or on 
the ground. If an explosion takes place in the air at 
a distance of about 2,000 feet above the surface, at 
the instant of the explosion there is formed a tre- 
mendous ball of fire, the interior of which has tem- 
peratures ranging in the hundreds of thousands of 
degrees centigrade. For example, one ten thousandth 
of a second after the explosion has occurred the 
radius of the ball of fire is about fifty feet and the 
temperature within the ball of fire is in the vicinity 
of three hundred thousand degrees centigrade. The 
ball of fire continues to grow rapidly in size for 
about fifteen thousandths of a second, by which 
time its radius has increased to approximately 350 
feet. The temperature of the gases within the ball 
of fire causes it to rise rapidly and within one minute 
after the explosion it has risen to about 15,000 feet. 
When it has risen to a height of between 40,000 
and 60,000 feet, the density of the gas will 
equal that of the surrounding air, and the gas cloud 
will spread out horizontally for a distance of several 
miles to form the characteristic mushroom-shaped 


cloud. The latter, having reached the final stage of 
continued on next page 
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its development, remains visible for an hour or 
more until it is dispersed into the surrounding 
atmosphere by the winds. When the radioactive 
particles in the cloud collide with particles of dirt 
in the atmosphere, they generally adhere to them, 
and consequently the dust in the cloud becomes 
radioactive. When the violence of the disturbance 
due to the bomb has subsided, the contaminated 
dirt particles gradually fall back to earth, giving 
rise to the phenomenon known as the “fall-out.” 
Generally speaking, the fall-out is probably not 
dangerous as a radiation hazard. However, if a 
homb were detonated close to the earth, a situation 
which is uneconomical from the standpoint of its 
destructive effect, considerable amounts of dirt and 
other debris would be sucked up into the radio- 
active cloud and the fall-out might then be con- 
sidered a potential hazard. Also of some danger 
would be the fall-out occurring if the mushroom 
cloud collided with a rain cloud, resulting in rapid, 
concentrated fall of the radioactive materials in 
the cloud. 


Shock Wave 

Associated with the ball of fire a shock wave 
develops in the air around it and travels rapidly 
away from the center of the explosion. The essen- 
tial features of the shock wave are an abrupt rise 
in pressure travelling away from the center of the 
explosion, and this is followed several seconds 
later by a wave travelling in the opposite direction 
towards the center of the explosion to replace the 
partial vacuum. Winds with speeds from 700-800. 
miles an hour occur during the pressure phase of 
the blast. It will be seen, therefore, that during 
the explosion of an atomic bomb a ball of fire 
forms, grows rapidly and rises rapidly to the strato- 
sphere. Associated with this there is a strong air 
blast, which travels outward at a high rate of speed 
and this is followed several seconds later by a wind 
travelling towards the area of the explosion and 
rising in the thermal updraughts caused by the 
intense heat of the explosion. It is this returning 
wind, which blows over ground zero and then rises 
up into the sky that is responsible for the clearing 
of the area of radioactive fission products, which 
have been spattered on the ground. Hence, there 
was little lingering radioactivity present in the 
ground immediately below the explosions over 
Hiroshima and Nagasaki. 

In addition to the blast wave, other types of 
energy are released by the bomb. Radiant energy 
in the form of heat is released and causes tempera- 
tures in the region of four to five thousand degrees 
centigrade to appear at some distance from the 
bomb for a fraction of a second. There is also a 
tremendous flash of visible light. In addition, ultra- 
violet light is given off in large quantities. Lastly, 
x-rays and gamma rays, which are very strong 
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x-rays, are given off and these cause most of the 
dangerous irradiation effects because of their ex- 
treme penetrability. These forms of radiant energy, 
namely heat, light, ultraviolet, x- and gamma rays 
are all electromagnetic waves and all travel at the 
speed of light—186,000 miles per second. They 
are responsible for the flash burns and the irradia- 
tion sickness which occur following a bomb ex- 
plosion. 

In addition to the electromagnetic waves, which 
are given off by the explosion of an atomic bomb, 
there are radioactive particles which are emitted. 
These are: (1) The alpha particle: This is not 
immediately dangerous as far as external irradia- 
tion is concerned because it is not penetrating. On 
the other hand, the ingestion of an alpha particle 
emitter is extremely hazardous. (2) The beta 
particle: This is a high speed electron. It is not 
particularly dangerous from an external irradia- 
tion point-of-view but again is extremely danger- 
ous when ingested. (3) The neutron: This has a 
range of about 1,000 yards, is very penetrating 
and will cause induced radioactivity. It will pene- 
trate lead but not lighter substances such as water. 
However, those people subjected to irradiation by 
neutrons are also close enough to the center of the 
blast probably to be killed by that. Finally, fission 
products—producets of the breakdown of the urani- 
um or plutonium used in the bomb are produced by 
the explosion. In all there are fifty or more radio- 
active forms of elements which are produced. 
They have half lives of from several minutes to 
millions of years. However, many of these are 
swept upwards by the high velocity wind, which 
blows back towards the center of the explosion 
after the blast wave. 


Destructive Effects 

Having described in brief what occurs when an 
atomic bomb explodes, I would next like to describe 
its destructive effects on a city such as ours. The 
main destructive forces against buildings and per- 
sonnel are the blast wave, heat and radiation. 
Virtually complete destruction will occur out to a 
radius of approximately one-half mile from ground 
zero corresponding to an area of about three- 
quarters of a square mile. In this space there will 
be complete destruction of buildings and death of 
nearly 100 per cent of the personnel due to blast, 
fire and radiation. Severe damage, that is major 
structural damage resulting in the collapse or liabil- 
ity to collapse of buildings, will occur to a radius 
slightly in excess of one mile from ground zero. 
This corresponds to an area of four square miles. 
From the one-half mile to the one mile radius 
there will be a heavy mortality of personnel — 
from 99 to 50 per cent. Moderate damage short of 
major structural damage but sufficient to render 
the structure unusable until repaired will occur 
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out to a radius of approximately 2 miles, resulting 
in an area of 8 square miles in which the damage 
ranges from moderate to destructive. In this outer 
segment, from one to two miles, deaths from 
radiation and other injuries will range from 50 to 
0 per cent. Beyond two miles there will be little 
danger from radioactive irradiation. Partial and 
light damage will occur at a distance of from 
2-4 miles away from the blast. Some wooden build- 
ings will be severely damaged and this will also 
result in personnel injury. Within the zero to 1% 
mile radius a tremendous fire will start caused by 
the high temperature, 4-5,000 degrees centigrade at 
this distance from the bomb. This fire is usually 
referred to as the “fire storm.” 


Types of Injuries 

The types of injury produced by the bomb fall 
into three categories: Burns, trauma and irradia- 
tion. Of these 85 per cent will consist of trauma 
and burns and about 15 per cent of irradiation 
injury. Trauma will consist of about 11 per cent 
fractures, 37 per cent lacerations and 52 per cent 
contusions, whereas of the burns 95 per cent will 
be flash burns and 5 per cent secondary or ordinary 
fire burns. 

The blast itself is different from that of ordinary 
high explosives in that it does not have the same 
trip-hammer effect, and visceral and blast effects 
are not noted. The incidence of perforated ear 
drums, for instance, is low. The distribution and 
amount of secondary trauma depend on the distance 
from the ground zero of the explosion. The low 
incidence of fractures is probably due to the in- 
ability of people with severe fractures to get aid 
because many undoubtedly perished in collapsed 
buildings. The fractures and contusions are all of 
the ordinary type. The lacerations are of interest 
since they are almost all due to flying glass and 
multiple lacerations due to glass splinters are com- 
mon. It is important to emphasize here that proper 
first aid and medical treatment for patients suffer- 
ing from trauma is essential to obtain wound heal- 
ing in two weeks for thereafter the major effects 
of irradiation sickness begin to appear. Even 
though the casualties receive a sublethal dose of 
irradiation their unhealed wounds will break 
down, infection will supervene and death may 
result from a relatively minor injury. The largest 
and most important category of atomic bomb in- 
jury is the burn. This group of injury also can be 
divided into primary, due to the bomb per se, and 
secondary, due to the burning buildings. Approx- 
imately 95 per cent are due to the bomb per se — 
that is, a flash burn, whereas 5 per cent of the 
burns are caused by fires in buildings and debris. 
The energy that produces this high incidence of 
primary burns has certain interesting characteris- 
tics. The heat is intense and largely radiant with 
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extremely high ultraviolet visible and infrared com- 
ponents. The exposure is very brief, probably less 
than a second. The severity of the burn is directly 
related to the distance from the ground zero of the 
explosion. Because the thermal energy is largely 
radiant, its effects are modified by the shading of 
buildings and the angle at which the radiation comes 
in contact with the individual. Clothing may serve 
as sufficient protection in some cases, and light 
clothing will reflect much of the radiant energy. 
Conversely dark clothing will absorb the energy and 
cause burns. A person wearing a blouse with 
dark polka dots might well have the polka dots 
burned onto the skin, whereas the areas of 
skin underneath the white areas might be un- 
harmed. So-called profile burns are common, 
the parts directly exposed to the flash being burned 
most severely. The low incidence of plain burns 
has been explained on the basis of the time lag 
between the bomb burst and the onset of fires. It 
is said that people escaped the fires if they were not 
severely injured. Those trapped in burning build- 
ings perished and no reliable figures are available as 
to their numbers. 


Only 15 per cent of the injuries are due to irradia- 
tion disease. This is largely due to irradiation by 
gamma rays and occurs only within a two-mile 
radius from ground zero. The amount of irradia- 
tion which an individual will receive again depends 
on his distance from ground zero and is also affected 
by any structural building that he might be in 
depending on the thickness of the concrete or the 
amount of ground between him and the ground zero 
of the explosion. The radiation syndrome ap- 
pears after a latent period of anywhere from one 
hour to two weeks, the more severe cases occurring 
earlier. In many instances, of course, radiation 
sickness complicates injuries of the traumatic or 
burn type. 


Casualty Estimates 

Having described the types of injuries which 
might be expected after the detonation of an atomic 
bomb over a city, it might be interesting to estimate 
the total number of hospital patients and ambulatory 
patients that one might expect as well as the total 
number of deaths following such an explosion. At 
the moment of the explosion 20,000 deaths are 
immediately expected. At the end of the first week 
after the explosion it has been estimated that the 
total number of patients requiring hospitalization 
will be around 40,000. The total number of ambula- 
tory patients who will seek treatment during this 
one week period will be in the neighborhood of 
20,000. The total number of deaths during this 
period will be 20,000. At the end of the second 
week there will be a total of 35,000 hospital patients, 
a total of 15,000 ambulatory patients and a total 


number of deaths, not counting the immediate 
continued on next page 


L 
1e 
ys 
1e 
by 
a- 
ch 
b, 
ot | 
‘le 
‘ta 
ot 
ng 
1e- 
er, 
by 
he 
on 
ni- 
by 
i0- 
dd. 
to 
ire 
ich 
ion 
an 
ibe 
‘he 
er- 
on. 
oa 
ind 
vill 
of 
ast, 
jor 
bil- 
lius 
TO. 
les. 
lius 
t of | 
der 
cur 


142 


deaths, of 30,000. These figures indicate the scope 
of the immediate medical problems involved. 

It is clear from the above remarks that the ex- 
plosion of an atomic bomb over a city such as Provi- 
dence would cause a degree of death and injury 
that would indeed be difficult to cope with. Where 
15 per cent of the casualties will suffer irradiation 
damage and 85 per cent traumatic and burn injury 
the need for an adequate blood program is obvious. 
The need for the stock piling of antibiotics is also 
evident. In fact, the need for a well integrated 
defense against the atomic bomb is clear and it is 
only through such a defense that many lives which 
would otherwise be lost can be saved. A defense 
plan to cope with a disaster of this magnitude is 
now being formulated. Any city struck by a bomb 
will require outside assistance but much can be 
done by the survivors if plans have been made 
beforehand. 

Rescue efforts would have to be centralized and 
directed from a control room situated outside any 
likely target area. The chief of operations along 
with a committee consisting of experts from police, 
fire, evacuation and transportation, medical, wel- 
fare, public health, Red Cross and civilian defense 
departments would direct activities and coordinate 
the effort. The medical department would be re- 
sponsible for the treatment of the injured. It must 
be organized into first aid stations, casualty clear- 


ing stations, auxiliary hospital units and regular 
hospitals. The first aid stations would render first 
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aid. Casualty clearing stations would treat shock 
and do minor surgery. Their blood would come 
from local or Red Cross blood banks set up at their 
stations. Auxiliary hospital units would be from 
other cities and would consist of mobile operating 
teams complete with mobile x-ray units, laboratory 
units and their own blood banks and blood taking 
equipment. These teams would treat the cases 
of severe trauma and burns. The regular hospitals 
left in operation would receive and treat mainly the 
burns and irradiation diseases. They would operate 
their regular blood banks. 

Several important materials will have to be stock 
piled. These are bandages, antibiotics, cots and 
blankets and blood taking equipment. While the 
entire population should probably be typed in time, 
all communities should have readily available a list 
of persons who have donated blood in the past and 
whose type is therefore accurately recorded. This 
is particularly true of type O donors. In addition, 
it will be necessary to have readily available a large 
number of people with the technical skill required 
to draw blood. These persons will have to be trained 
in advance, of course. I mention this in detail be- 
cause it has been estimated that for a catastrophe 
such as occurred at Hiroshima at least 250,000 
pints of blood will be needed to treat the victims. 

Obviously much remains to be done to prepare 
for such a disaster. Despite the overwhelming de- 
struction proper planning will save many lives. 


Woonsocket Call Photo 


AT MIDWINTER MEETING 
Dr. Elmer Hess (left) of Erie, Pennsylvania, dinner speaker, Dr. Dean Sherwood 


Luce of Canton, Massachusetts, A. 


M.A. “General Practitioner of the Year”, and 


Dr. Charles J. Ashworth (right) President of the Rhode Island Medical Society. 
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QUICK AND POOR MEDICAL NEWS 


Much amusement has been created by a little 
cartoon, showing a patient sitting on an examina- 
tion stool while the doctor has run into the back 
room and is anxiously scanning a popular magazine 
to see what the latest information is on the diagno- 
sis and treatment. This is too true to be altogether 
funny. The public are getting their medical in- 
formation quicker than the doctors are. We are 
ignoring, right here, the question of accuracy of 
this information. 

In the first week in January, we received a news 
release with the instruction that we could make it 
public on January 8. This told of an article in the 
coming January number of the American Journal 
of Roentgenology and Radium Therapy. Dr. Sos- 
man and others of the Peter Bent Brigham Hos- 
pital were writing of the bad effects of vitamins. 
We went to two large medical libraries and found 
that that journal routinely arrived about the 23rd 
or 24th of the month. We wonder how many 
patients walked into doctors’ offices and found the 
poor dumb clucks there had not had time to read 
their public literature and hence knew nothing 
about this latest medical news. 

Our local newspaper which, incidentally, we be- 
lieve is careful in the information which it spreads 
to the public about clinical matters, called us up 
recently to inquire about the value of an article 
in the New England Journal of Medicine. It was 
by Professor Lowell and others of the Department 


of Medicine of Boston University, and dealt with 
the antihistaminic drugs in the treatment of the 
common cold. Our copy of the New England 
Journal had arrived that morning. We opened it 
and did not find the article. One week after the 
paper had printed this vital medical news our next 
copy of the New England Journal arrived and 
there we found the article. 

Frequently, TIME has an extract from the 
Journal of the American Medical Association ap- 
pearing certainly as soon as we get our American 
Medical Association Journal, if not sooner. The 
doctors have to be pretty prompt in perusing their 
Journal or they find themselves ignorant and awk- 
ward before their patients. 

We don't think the doctors are getting a fair 
deal from the medical journals when such favor- 
itism is being shown to the lay public. What makes 
the whole thing rankle more is the fact that the 
news is usually doctored before being presented 
to the public. It seems to be necessary to scare the 
public greatly or to give them a tremendous 
euphoria. The modern overuse of vitamins is un- 
doubtedly due to spectacularly exaggerated articles 
in the periodical literature presented to the public. 
Medical journals have presented just as startling 
stories of the harm done by the overuse of vitamins. 
We do not remember seeing this put in the lay 


press. 
continued on next page 
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There have been elaborate and careful investi- 
gations of the use of antihistamines for the com- 
mon cold. The article referred to above by Pro- 
fessor Lowell and others is an excellent example 
of a high grade piece of work. They studied a 
large number of cases. They took great precau- 
tions that neither the patient nor the person admin- 
istering the drug should know whether or not a 
placebo was being used. Their conclusions were 
that there was no effect from the antihistamines. 
In England, where they have for years been 
elaborately studying the common cold, the same 
type of investigation was done on the same scale, 
and the same results were obtained. 

The Journal of the American Medical Associa- 
tion has reported similar investigations. Yet in our 
most popular and least trustworthy magazine, the 
public has been told that antihistamines have un- 
doubtedly proven their worth, and to back this up, 
there are numerous papers quoted where anti- 
histamines have been used and the users have re- 
ported handsome results. There is not the slightest 
hint in these stories of any attempt to leave the 
users ignorant as to what drug they were using 
and thus to eliminate autosuggestion. In the large 
series reported in England, the most enthusiastic 
endorsement of antihistamines was received from 
a New Zealander. A check-up showed that he had 
received a placebo. 

The popular magazines are not playing fair with 
the public, and we don’t think the medical press 
should play into their hands by giving them infor- 
mation before the medical readers get it. 
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CORRESPONDENCE 


INFLUENZA INOCULATIONS 
February 26, 1951 


To the Editor of the Journal: 


A standard cliche of Dr. Chapin was “thinking 
is a painful process.” The unthinking action of 
many of the medical profession usually brought 
forth this expression from him. 

The attention of the Writer has recently been 
called to the effect that many physicians are insist- 
ing upon inoculating their private patients against 
influenza. While it is true that it is the responsibil- 
ity of the private practitioner to practice preventive 
medicine as well as curative medicine and to pro- 
tect his patients from various diseases, it is equally 
true that the private practitioner should not indis- 
criminantly inoculate his patients. Typhoid fever 
can be used as an example, since proper water sup- 
ply and sewage disposal systems have done a great 
deal toward eliminating this disease, it is fairly 
well recognized that typhoid fever inoculations are 
not given locally to the population. Typhoid inocu- 
lations are given to the local population only 
when we know that there has been a possibility of 
a breakdown in the local water supply system or 
where the individual concerned may be travelling 
into an area where there may be possibility for 
typhoid to develop. 

Similarly in the case of measles, it is a rec- 
ognized practice to wait until we feel that the in- 
fant has been exposed to measles before we give 
the measles inoculations. This is done because in 
measles, inoculations of globulin gives only a 
temporary immunity. 

Let us consider the known facts regarding in- 
fluenza inoculations. The duration of immunity is 
short. There are different types of influenza vac- 
cine. Each specific for the type of organism. The 
available influenza vaccine is egg-grown and 
therefore frequent inoculations may develop a 
sensitivity to egg. 

Therefore is it not logical that before indiscrim- 
inate inoculation against influenza is accomplished, 
we should assure ourselves first of the type of 
influenza prevalent in the community before inocu- 
lating the individual with the influenza serum to 
prevent the disease. If the disease is of a mild type 
as it appears at present, the use of antibiotics will 
prevent secondary complications which in the 
final analysis are the danger. 

The advocates of Socialized Medicine stress the 
increased costs of medical care. Should the med- 
ical profession be a party to this libel by advocating 
indiscriminate inoculations or expensive proce- 
dures that are not absolutely necessary. 

It is the duty of the medical practitioner to think 
what is best for his patient and not let hysteria 
guide him in his treatment of his patient. 

Should the private physician discover in the 
course of his practice that there is an over-preval- 
ence of certain communicable diseases such as in- 
fluenza, it is his duty to report the same to the local 
Heaith Officer. 


Sincerely yours, 
JOSEPH SMITH, M.D. 
Superintendent of Health 
City of Providence 
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DISTRICT MEDICAL SOCIETY MEETINGS 


KENT COUNTY MEDICAL SOCIETY 


The regular monthly meeting of the Kent County 
Medical Society was held at the residence of Doctor 
Jean Maynard, 41 Curson Street, West Warwick, 
R. 1., on Tuesday, January 23rd, 1951. 

The President Doctor Jean Maynard called the 
meeting to order at 9:15 

The minutes of the December meeting recorded 
by Dr. Edmund Hackman were read and approved. 

There was no unfinished business. 

Doctor Collom was called upon to report on 
changes in the By-Laws of the Kent County Med- 
ical Hospital as proposed by the Board of Trustees. 

Two major changes had been made by the latter 
body which were distasteful to the Medical Society. 
These changes concerned : 

1. The wording in Section I, Article III entitled 
“Membership” and 

Il. The vesting of full power in the Board of 
Trustees to amend the By-Laws without due proc- 
ess of conference with the Medical Staff as stated 
in Article X entitled “Amendments.” 

After lengthy and lively discussion by nearly all 
members present, Dr. Abbate made motion : 

That this group reject that portion of Article X 
which reads: — “Provided nevertheless that the 
trustees of the hospital have power, in their discre- 
tion, to amend or alter these rules and regula- 
tions, without complying with the foregoing 
procedure.” — 


NEW PRACTITIONERS 


(Editor's note: With this issue of the Jour- 
nal we initiate the listing of announcements 
of physicians opening their office for the 
practice of medicine. New practitioners are 
invited to notify the Journal when they 
establish practice in Rhode Island for listing 
in our columns). 
For the Practice of Surgery — 
ROBERT W. RIEMER, M.D. 

at 183 Angell Street, Providence 

Hours 2-4, and by Appointment 
Telephones: Dexter 1-8280—Warren 1-2280 


This motion was enlarged upon by Dr. Joseph 
Wittig who felt that substantial reason for the 
rejection be given by adding to the motion : — 

“ because, to our knowledge, no other hospital 
of this type has this clause in its By-Laws.” 

Motion was seconded by Doctors Whitman 
Merrill and Peter Koch and was carried unan- 
imously when put to a vote. 

A second motion was introduced by Dr. Collom 
who proposed: “that an alternative be given to 
Article X as follows: ‘Any Amendment to the 
By-Laws may be initiated by either a member of 
the Board of Trustees or by a member of the active 
Medical Staff. 

The Amendment shall be proposed at any reg- 
ular Staff meeting and then immediately submitted 
in writing to the Secretary of the Staff who shall 
examine the proposed amendment and report at 
the next regular Staff meeting any overlapping or 
contradiction which might result from its adoption. 
A copy of the proposed Amendment shall be sent 
to each member of the Active Staff and the amend- 
ment shall be voted on at the following regular 
meeting. 

It shall require a majority of the voting members 
present for its adoption and it shall become effec- 
tive when approved by the Board of Trustees.’ ” 

A third motion was made by Dr. W. Merrill: 

“That Article III — Section | be made to read: 
Qualifications: Membership on the Medical Staff 
shall be open to active members in good standing 
of the Kent County Medical and Dental Societies 
and such other physicians as are selected and recom- 
mended by the Board of Trustees — and the Med- 
ical Staff.” 

This motion seconded by Dr. Hardy and so 
voted. Dr. Hardy then stated the necessity of dis- 
cussing staff organization as time is short and 
there are some specialties not covered by the mem- 
bers in practice in Kent County. 

A fourth motion was made by Dr. Russell Hager 
that : 

“The Hospital Committee draw up a list of 
Specialists to serve on the active Staff and submit 
this list to the Society.” 

Dr. Young recommended that the motion specify 
further that: 


continued on page 148 
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advantages 


decongestion 


1. potent 2. prompt 3. prolonged 4. free from significant C.N.S. 
effects 5. few or no systemic effects 6. virtually non-allergenic 
7. consonant with local physiologic function 8, non-irritating 9, safe 
10. fosters patient cooperation. 
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KENT COUNTY MEDICAL SOCIETY 
continued from page 146 

“This list be made with the intent of filling in 
the gaps in the ranks of our own Society Members.” 

Motion was seconded and so voted. 

The President entertained a motion to adjourn 
at 11:30 p. m. 

Immediately after adjournment Dr. Abbate 
read the uniform fee schedule which the Rhode 
Island Medical Society has presented to Govern- 
ment Agencies and which we are expected to re- 
quest for services rendered State-wards. 

Office Visits: (1st and Subseq. ) 

Home Visits: (1st and Subseq. ) 

Hospital Visits : 

Night Calls: 

Hospital Night Calls: 


Respectfully submitted, 
JEANNETTE FE. Vipat, M.D., Secretary 


WOONSOCKET MEDICAL SOCIETY 

A meeting of the Woonsocket District Medical 
Society was held at the Canadien Club on Tuesday, 
January 9, 1951. Dr. Alfred EE. King called the 
meeting to order at 9:00 P. M. 

The first order of business was a report of the 
committee on fees headed by Dr. Dupre. It was 
suggested that the society go on record as raising 


COLLECTIONS 


CAN be tactful 
and friendly 


Your “auditor” confirms an unpaid 
balance 


* Requests payment to close the records 


* Institutes an “Installment Budget” 
plan where required 


Adjusts and settles differences 


A courteous, “‘NO COST”’ service. 
Send this ad for details. 


PROFESSIONAL SERVICE CO. 
25 HUNTINGTON AVENUE, BOSTON 16, MASS. 
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their fees to the standard as prescribed and ap- 
proved by Government Agencies. The fee sched- 
ule as reported was: Office — $3, House Call, day- 
time —- $5: Nite-time 7 P. M. to 7 A. M. — $7.00. 
Sundays and Holidays — $7.00. After consider- 
able discussion a motion was made, seconded and 
passed to accept the fees as read. 

The fee question then brought up a lively dis- 
cussion of the advisability of publicity to the “raises 
of the fees.” After considerable debate, the execu- 
tive committee was delegated to draft the publicity 
release to the press. A motion was made to that 
effect, seconded and passed. 

Dr. McKenna then took the floor relative to 
the payment of welfare fees by the Welfare De- 
partment. He requested that the society grant his 
committee power of negotiation with the Welfare 
Board. After some discussion, a motion was made, 
seconded and passed granting him his request. 

Discussion of the Benevolent Aid to the Mem- 
bers of the Medical Society was taken up rather 
thoroughly by the body. It was decided that a 
motion be made, seconded and passed that the 
Woonsocket District Medical Society would take 
care of its own Members in regard to aid rather 
than working in conjunction with the State Med- 
ical Society. 

The rest of the evening was taken up by Dr. 
Hannibal Hamlin, guest speaker, from Providence, 
whose topic was “Acute Injuries to the Head.” 
His lecture was well presented and illustrated by 
X-ray stills and illustrations of cases. 

The meeting was adjourned at 11:00 P. M. A 
buffet supper was served. 

The attendance was 28. 


Emir A. KaAskiw, M.D., Secretary 


PROVIDENCE MEDICAL ASSOCIATION 

A meeting of the Providence Medical Associa- 
tion, held jointly with the Providence District 
Dental Society, was held at the Rhode Island 
Medical Society Library on Monday, February 5. 
1951. The meeting was called to order by Dr. Louis 
I. Kramer, President of the Providence Medical 
Association, at 8:30 P.M. 

The secretary, Dr. Michael DiMaio, reported 
that the committee of Drs. Emery M. Porter and 
Alex M. Burgess had prepared and submitted the 
Association's tribute to the late Dr. Clinton Stevens 
Westcott. 

As Dr. Westcott was a past president of the 
Association, Dr. Kramer requested that the tribute 
be read to the membership. 

The secretary reported that members of the 
Association are invited to attend a series of lec- 
tures on the history of science which are being 
conducted by the department of history of Brown 


University. 
continued on page 150 
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Bacx on the job, back to activity is now a reality for many chronic asthmatics, 
thanks to an effective new bronchodilating powder. It is NORISODRINE Sulfate, 
supplied in multiple-dose cartridges, for inhalation therapy with the AEROHALOR. 

The asthmatic simply inhales orally three or four times and the attack usually 
ends quickly. Effective against both mild and severe asthma, NORISODRINE 
has been proved by clinical investigation.!.2 With proper administration of 
the drug, side-effects are few and usually minor. 

Before prescribing this potent drug, however, please write to Abbott 
Laboratories, North Chicago, Illinois, for literature. This explains how to 
determine individual dosage and the precautions to be observed. 

NoRISODRINE Sulfate powder 10% and 25% is available 


in multiple-dose, disposable AEROHALOR* Cartridges. Obbott 
*Trade Mark for Abbott Sifter Cartridge. 


Norisodrine’ wit: 


(LSOPROPYLARTERENOL SULFATE, ABBOTT) 


1. Krasno, L. R., Grossman, M. I., and Ivy, A. C. 

-lsopropylaminoethanol (Norisodrine Sulfate Dust), ® y nha 

A — 20:111, March. 2. Krasno, L. R., Grossman, For use with the AEROHALOR, Abbott's Powder | ler 

M., and Ivy, A. C. (1948), The Inhalation of Noriso- 


drine Sulfate Dust, Science, 108:476, October 29. Always Ready for Use When the Need Arises 
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PROVIDENCE MEDICAL ASSOCIATION 


continued from page 148 

Dr. Kramer announced that this day was Na- 
tional Children’s Dental Health Day, and therefore 
the Association had planned the meeting jointly 
with the Providence District Dental Society. He 
called Dr. Robert Williams, President of the 
Providence District Dental Society, to the plat- 
form, and Dr. Williams introduced as the first 
guest speaker of the evening, Fred Shiere, D. D.S., 
of Boston, Assistant Professor of Oral Pediatrics, 
Tufts College Dental School, who spoke on “Prob- 
lems in Child Dental Health.” 

Dr. Shiere emphasized that the science of ped- 
odontics, which deals with the teeth and mouth 
conditions of children, is only a recent development 
and that preventive dentistry in childhood embraces 
pre- and post-natal development, nutrition, and 
general health of the mother. After his intro- 
ductory statement about the science of pedodontics, 
Dr. Shiere confined his remarks mainly to the prob- 
lem of dental caries, their cause and prevention. 

The fermentation of carbohydrates with the 
production of acids, together with the liberation 
of enzymes from microorganisms, all play a role 
in the decalcification process in the production of 
dental caries. 

In discussing the prevention of dental caries, he 
mentioned five important factors: 

1. Good oral hygiene or tooth brushing. This is 
effective only immediately after eating be- 
cause of the rapid fermentation of carbo- 
hydrates. 

. Proper nutrition. A well-balanced diet with 
a minimal amount of refined sugars is invari- 
ably associated with a low dental caries rate. 
An adequate intake of calcium, of course, is 
very important. 

. Fluorinization of the water supply and/or 
the topical application of fluorine are effective 
in reducing the incidence of dental caries. 

. Antibiotics. Penicillin, aureomycin, chloro- 
mycetin, and other antibiotics have proved 


Strand Optical Co. 


PRESCRIPTION OPTICIANS 


307 STRAND BLDG. 
77 WASHINGTON ST. 
PROVIDENCE, R. I. 
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effective in reducing the caries rate in experi- 
mental animals and in school children. 


. The dentist. Good operative dentistry plays 
an all important role in keeping the dental 
caries rate at a low level. 

The second guest speaker, introduced by Dr. 
Kramer, was Fred W. Morse, Jr., M.D., of New 
York City, Regional Public Health Consultant, 
U. S. Public Health Service, who presented a 
“Review of Nutritional Observations in New 
England.” 

Dr. Morse reviewed the nutritional status of 
several communities in New England. A_nutri- 
tional service survey was carried out in each com- 
munity. This consisted of a physical examination, 
certain laboratory studies such as hemoglobin de- 
terminations, blood levels of certain vitamins and 
other elements, and estimation and evaluation of 
the dietary intake. 

The survey showed that the fewest number of 
nutritional deficiencies were found in children of 
a private school. Next in the least number of 
nutritional deficiencies were found in a study of 
children in a Boston suburb. A study of 100 chil- 
dren in an Indian reservation in Maine showed 
that 50 per cent had signs of vitamin A deficiency 
as well as a high instance of vitamin C deficiency. 
On the other hand, a study of a number of school 
children in Brattleboro, Vermont showed that 8% 
were underweight and 8 to 30% had a vitamin A 
deficiency. A survey of a number of women ina 
New Haven Hospital Dispensary, showed a num- 
her of deficiencies as did women and girls in general 
regardless of the location or the conditions of the 
survey. 

A question and answer session followed the 
presentation of the papers. 

Meeting adjourned at 10:10 P. M. 

Attendance was 110. 

Collation was served. 

Respectfully submitted, 
Micuaet DiMato, M.D., Secretary 


PAWTUCKET MEDICAL ASSOCIATION 

A regular monthly meeting of the Pawtucket 
Medical Association was held at noon in_ the 
Nurses’ Auditorium, Memorial Hospital. The 
minutes of the last meeting as read by the secre- 
tary were accepted. 

A communication from the Pawtucket and 
Central Falls YMCA requesting the Association 
to endorse their Health Week program which is 
to be held this spring, and to appoint a member to 
act as chairman was read. A motion was made by 
Dr. Henry Turner that the Association cooperate 
in this request was adopted. 

Another request was read from the Federation 


of State, County, and City Employees asking out 
continued on page 152 
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Translating THEORY to THERAPY in 


Atherosclerosis .. . 


of Oxytropic Fas 
“(Composite Formula. 


Thyrofd U.S.P,. 1015 20-9040 


OXYFAX presented tn five strength 
of thyroid for individualized treatment. 


Oxytropic factors are indicated In” 
_ atherosclerosis because of the 
ment of oxygen exchange in tis 
disorder!:? ond the correlation 
lowered thyroid activity with hypete 
It is significant 
that patients with thyrotoxicosis rarely: =: 
develop atherosclerosis.‘ OXYEAX 
contains a synergistic combination 


Thyroid: U.S.P. and vitamins 


Combined Oxytropic-Lipotropic Therapy Improves the Prognosis . 
Write for Comprehensive Brochure and Suggested Dietary Guide 


Chie mg. 
48°F) 


of 100 and 1,000. 


New clinical evidence of the role of 


the cholesterol-phospholipid serum. 


tatio®?-© provides a tational basis 


| for the proved therapeutic valve of 
fipotropic cyents in atherosclerosis 


ond coronary artery. disease.” LIPO- 


supplies potent combination of 


REFERENCES: 1. Hueper, W. C.: M. Clin. North America 33: 773 (May) 
1949. 2. Editorial: J.A.M.A. 141: 392 (Oct. 8) 1949. 3. Stamler, J.; et al.: 
Circulation 2: 523 (Oct.) 1950. 4. Morrison, L. M., and Gonzales, W. F.: 
Geriatrics 5: 188 (July-Aug.) 1950. 5. Editorial: Ann. Int. Med. 33: 250 
(July) 1950. 6. Morrison, L. M.; et al.: Proc. Am. Soc. Study of Arteri- 
osclerosis, Circulation 2: 472 (Sept.) 1950. 7. Gertler, M. M.; et al.: 
Circulation 2: 517 (Oct.) 1950. 8. Editorial: Lancet 2: 916 (Dec. 30) 1950. 
9. Morrison, L. M., and Gonzales, W. F.: Am. Heart J. 39: 729 (May) 1950. 


SA; MEZGER PHARMACAL CO., INC. 
50 ANDOVER ROAD, ROSLYN HEIGHTS, N. Y. 
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chronic 
vitamin deficiencies 


When vitamin intake is just below the 
adequate, deficiencies develop slowly. As 
time goes on lesions appear. They are 
insidious in onset and slow in regression, 
even under intensive therapy. Many chron- 
ic lesions progress uneventfully. The pa- 
tient accepts his ill-health as normal. 


Treatment of chronic deficiencies 


Chronic deficiencies require prolonged ther- 
apy. At first treatment should be intensive. A 
much longer period of complete but less in- 
tensive treatment should follow. For a year 
after apparent recovery the patient should be 
given fully protective amounts of the essential 
nutrients. 


THERAGRAN supplies all of the vitamins indi- 
cated in mixed vitamin therapy in clinically 
proved, trulv therapeutic dosages. 


Each Theragran Capsule contains: 
Vitamin A 25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 
Thiamine HCl 10 mg. 
Riboflavin 5 meg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 
Bottles of 30, 100 and 1000 


When the deficiency is chronic specify Theragran and 
correct the patient's diet 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


— ., SQUIBB & SONS 


SQUIBB 
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PAWTUCKET MEDICAL ASSOCIATION 
continued from page 150 
Association to purchase tickets for their ball on 
February 14. Dr. Mara’s motion to put this tem- 

porarily on file was carried. 

Dr. Healey introduced a request from the high 
schools for a physician to speak on their vocational 
programs. Dr. Fox’s motion for appointment of 
a member by the chair was carried. 


Dr. Senseman, Treasurer, recommended that 
the present dues of $15 be reduced as the treasury 
now has ample funds. A motion by Dr. Mara was 
carried to defer new assessments until after March 
when the plans of the incoming officers would 
determine the amount of dues needed. 


A motion was made by Dr. Fox that the Presi- 
dent appoint a committee, and act as chairman, 
to formulate a plan for aid to members in the 
services, and to review the by-laws in this respect. 
This was approved. 

Dr. Henry Turner reported on the discussions 
at the House of Delegates meeting regarding the 
care of indigents, and emergency and night calls. 
He pointed out that Pawtucket plans in this direc- 
tion are not satisfactory. He associated with this 
the poor attendance and participation at meetings. 
He made a stirring plea for efforts to correct these 
deficiencies. Dr. Mara suggested probationary 
memberships in our Association for four or five 
years with changes in the by-laws in this direction. 
Vinally Dr. Turner made a motion that a committee 
of five be appointed by the chair to study the prob- 
lems of (1) emergency care of the public, and (2) 
membership and attendance, with a report, if 
feasible, at the February meeting and recommenda- 
tions for the improvement. This was carried. 


The meeting adjourned at 1 P. M. 


Attandance 18. 
Respectfully submitted, 
ZoLMIAN, M.D., Secretary 


CARE OF ATOM BOMB CASUALTIES 


DON’TS 
DO NOT impede circulation by pressure dressings 
or tourniquets 
DO NOT use sulfa drugs 
DO NOT give morphine sc in shock 
DO 

Keep an adequate record of treatment attached 
to the patient 
A. RADIATION SICKNESS 


1. Initial Treatment of Radiation Sickness 1s 
iv fluid replacement when indicated. 
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2. Follow-up Treatment will consist in the use 
of 


= (1) antibiotics to counteract infection 
(2) whole blood to offset anemia, leuko- 
penia and hemorrhage 
igh (3) intravenous protein and glucose to sup- 
nal ply food (when indicated ) 
of (4) Vit. B and C groups for avitaminosis 
(This follow-up treatment to be given in 
hat general hospitals and NOT emergency evac- 
iry uation hospitals ) 
B. TRAUMATIC INJURIES 
uld 1. First Aid in evacuation hospitals. Definitive 
treatment in general hospitals. 
C. MANAGEMENT 
1. Morphine 
the (Patients in shock will not absorb morphine 
ect. given subcutaneously — give 4% grain intra- 
venously and repeat as necessary ) 
2. Emergency Dressing 
the Fine mesh gauze and petrolatum OR cello- 
Ils. phane and gauze 
‘sl Covered by sheet wadding or mechanics 
his waste 
= Bandage for moderate pressure 
ary 3. Prevent or Correct Shock 
ive (1) Prevent Shock 
on. Fluids by mouth (try to reach 5 quarts 
tee 24 hours ) 
ob- All water to be salted (Use enteric 
2) coated salt tablets or 
if R/ 1 level teaspoonful table salt 
da- 1 level teaspoonful sodium citrate 
1 quart of water 
(2) Correct Shock 
Plasma or gelatin (Knox iv) intra- 
venously (usually not over 3 liters in 
24 hours) 
] Watch Urine (MAINTAIN REC- 
ORD) 
Below 50 ce per hr increase fluids 
Over 200 ce per hr decrease fluids 
OR 
Wgs Specific gravity above 1.020 increase fluids 
Specific gravity below 1.020 decrease fluids 
4. Prevent or Control Infection 
Antibiotics (DO NOT use sulfa drugs!) 
(Evacuate all seriously burned patients to 
general hospitals ) 


DON'TS (Continued) 
DO NOT use so called stimulants (coramine etc.) 


DO NOT use heat or more than two blankets 
(Room temp. 75°, adequate fresh air) 


acute 
vitamin deficiencies 


A sudden drop from adequate to grossly 
inadequate vitamin intake results in fast 
tissue depletion and functional changes. 
Ordinarily, physical lesions do not appear. 
If tissue depletion is rapid enough, death 
may ensue with slight or no morphologic 
variation. 


acute deficiencies 


¢ TIME 


NUTRITIONAL STATUS ——> 


Treatment of acute deficiencies 


Fully therapeutic dosages of all the vitamins 
indicated in mixed vitamin therapy should be 
given. Under intensive therapy recovery from 
acute vitamin deficiencies usually is made in a 
comparatively short time. 


THERAGRAN supplies clinically proved, truly 
therapeutic dosages of all the vitamins indi- 
cated in mixed vitamin therapy. 


Each Theragran Capsule contains: 


Vitamin A 25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 
Thiamine HCI 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1000 


When the deficiency is acute specify Theragran and 
correct the patient’s diet 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


SQUIBB 
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Report of the Delegate to the A.M.A. Interim Session, Cleveland, Ohio 


December Sth to 8th, 1950 


ip GENERAL PRACTICE session of the A. M. A. 
was held at Cleveland, Ohio, December 5th to 
8th, 1950. 

195 out of 198 Delegates attended and partici- 
pated in the deliberations of the House of Delegates. 

The General Practitioners’ award was conferred 
on Dr. Dean S. Luce of Canton, Massachusetts. He 
was also invited to participate at our midwinter 
meeting in Woonsocket on December 13th. 

The Board of Trustees of the A. M. A. announced 
that $500,000.00 would be appropriated from the 
National Education Fund to help medical schools 
in need of financial support. It is hoped that other 
sources of business, industry and individuals will 
contribute to the fund. 

Your Delegate introduced a proposal for a revi- 
sion of the By-Laws to enable the smaller states to 
have a minimum of two Delegates representing 
them in the A. M. A. House of Delegates. The 
proposal was thoroughly discussed at a Reference 
Committee hearing and had much support. The 
Reference Committee did not adopt the resolution 
but referred it to the interim Committee on Consti- 
tution and By-Laws for study and report at the 
next Annual Meeting in June, 1951. They further 
suggested that some plan be worked out whereby 
an Alternate could be seated in the event the official 
Delegate (of a state having only one Delegate) had 
to leave because of illness or other reasons before 
the end of the session. 

The problem of hospital standardization came 
in for a good deal of discussion and, although the 
House approved the present negotiations between 
the Board of Trustees and the American Hospital 
Association looking toward a settlement of the 
problem, there were many Delegates who were not 
pleased with the present state of affairs and there 
still may be some revision in the proposed resolu- 
tions at the next session. 

Some question as to the desirability of continu- 
ing the interim session was raised and, although 
the sessions are poorly attended and lose money, 
the House accepted the Reference Committee 
report to continue them. 

The American Academy of General Practice has 
of late years conducted a General Practice session 
which has attracted a large number of general prac- 
titioners and exhibitors. 


The dues for the year 1951 was set at $25.00 and 
a subscription to the JouRNAL of the A. M. A. is 
included in the membership dues. Fellowship dues 
are an additional $5.00 and the Fellow may elect to 
substitute any of the other A. M. A. publications in 
place of the JouRNAL if he so desires. 

The Council on Emergency Medical Service is 
of the opinion that the most important problem in 
Blood Program at this time is the procurement of 
large amounts of blood and plasma at strategic 
points in the United States and its possessions. It 
recommended that the Board of Trustees urge 
states to set up a Committee on Blood Banks and 
that these committees be advised of the need of full 
cooperation with all other groups and that they 
proceed to develop a blood program at once. 

There were several changes in the Constitution 
and By-Laws which were adopted. They were 
technical and administrative in nature and they 
may be examined in detail on pages 1477 of the 
JourNnaL of the American Medical Association, 
Volume 144, No. 17, December 23, 1950. 

Again the controversial subject of medical and 
hospital care for the veteran with non-service dis- 
abilities was deliberated on the floor of the House 
as well as before Reference Committee. The House 
has been most patient with proponents of these 
resolutions but each time has refused to accept the 
proposal, and wisely so. It is now to be sincerely 
hoped that the action taken at this session will close 
the matter. The Committee recommended and the 
House adopted the report which authorized the 
Board of Trustees to permit the Committee on 
Legislative affairs to offer its services to Congress 
for 


1. The best possible care of all veterans with 
service connected disabilities in Veterans 
Administration facilities. 

2. The best possible care for veterans with 
non-service connected disabilities who need 
financial support. 

3. Veterans with non-service connected dis- 
abilities who are able to do so should pro- 
vide their own care. 

At a time when the medical profession is under 
considerable examination by the general public and 


proponents of socialized medicine, it is heartening 
continued on page 157 
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“prompt” response 
“ercellent™ response 


“. evtremely effective” 
in acute upper respiratory infections 


Promptness of response to therapy is 
essential in these infections to accelerate 

the patient’s recovery and prevent the 
spreading of infection. Acute laryngotrachea 
bronchitis (H. influenzae)?, acute 
follicular tonsillitis (Str. pyogenes) ?, 
and streptococcic pharyngitis? 

are among the conditions in which 
uniformly favorable responses described 
as “excellent” and “prompt” have 

been obtained with this new antibiotic 
agent. In pharyngitis particularly; 

it has been noted that Terramycin 
“...given orally appears to be 
extremely effective.”® 


CRYSTALLINE 


HYDROCHLORIDE 


The growing clinical literature continues to stress: 


1, The broad-spectrum activity of Terramyein 
against organisms of the bacterial and rickettsial as 
well as several protozoan groups. 


2 The promptness of response to Terramyecin 
in acute and chronic conditions affecting a wide range 
of systems, organs and tissues. 


1. Herrell, W. E.; Heilman, F. R., and Wellman, W. E.: 
Supplied: Ann. New York Acad, Se. 53:448 (Sept. 15) 1950. 
2. Herrell, W. E.; Heilman, F. R.; Wellman, W. E., and 


250 mg. capsules, bottles of 16 and 100; Bartholomew, L. A.: Proc. Staff Meet. Mayo Clin. 
25:183 (Apr. 12) 1950. 
- teed capsules, bottles of 25 and 100; 3. Knight, V.: New York State M. J. 50:2173 (Sept. 15) 1950. 


50 mg. capsules, bottles of 25 and 100. 4. Dowling, H. F.; Lepper, M. H.; Caldwell, E. R., and 
Spies, H. W.: Ann. New York Acad. Se. 53:43 (Sept. 15) 1950. 


5. Schenck, H. P.: M. Clin. North America 34:1621 (Nov.) 1950, 


Diviston CHAS. PFIZER & CO., INC., Brooklyn 6, N.Y. 


1941 A Decade of Progress in Antibiotic Therapy 19.57 
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COMMITTEE ON TRAUMA 
AMERICAN COLLEGE OF SURGEONS 


(Prepared by the Subcommittee on Rehabilitation) 


“We are wasting a tremendous amount of 
money and manpower by treating a broken 
bone and letting a well inan get sick physically 
and mentally while under our care. Then after 
the damage is done, we spend months, years, 
or a lifetime trying to bring him back to 
normal,” 


Dr. Robert H. Kennedy, Chairman of the Amer- 
ican College of Surgeons’ Committee on Trauma, 
said this in May, 1941 and now in 1949 can we 
honestly say that this statement is no longer true? 

“Rehabilitation” — ‘Physical Restoration” — 
“Restorative Therapy’? — “Third Phase of 
Medicine?” 

The name is relatively immaterial but to be 
conscious of its importance in speeding recovery 


IN WOONSOCKET IT’S... 
Joseph Brown Company 


Specializing in Prescriptions 
and Surgical Fittings 
EIGHT REGISTERED PHARMACISTS 
188 Main Street Woonsocket, R. I. 


“If It’s from Brown’s, It’s All Right” 


IN PAWTUCKET IT’S... 


J. E. BRENNAN & COMPANY 


Leo C. Clark, Jr., B.S., Reg. Pharm. 


5 North Union Street Pawtucket, R. I. 
SHELDON BUILDING 
7 Registered Pharmacists 


and to avail oneself of the facilities and methods 
available towards this end, is the important thing. 

Great strides have been made in the techniques 
of the definitive treatment of trauma in the early 
stage but can we say the same holds true during the 
convalescent stage? 

World War II demonstrated conclusively that 
when only a portion of a man was damaged, serious 
deconditioning of the whole patient could be 
avoided by the early institution of preventive meas- 
ures. Such measures used were nothing new or 
difficult. It was merely that already well-known, 
simple principles were systematically begun and 
carried out on the ward as soon as medically ad- 
visable and continued through convalescence to 
speed recovery. It does not seem reasonable nor 
good medical, practice to discontinue such pro- 
cedures now that the acute battle casualties are 
being replaced by the continued occurrence of the 
injuries in industry and other daily accidents in 
our civilian life. 

Rehabilitation does not require elaborate equip- 
ment in a large clinic. It does not mean hours of 
passive participation under a lamp or diathermy or 
days of non-productive, monotonous exercises. 
True rehabilitation begins at the bedside or in the 
clinic or office where the surgeon first directs his 
treatment toward the early functional restoration 
of the injured part. Sometimes it may mean the 
reassurance that an injury or illness is not serious 
and no special treatment is required. The surgeon 
must counsel, advise and instruct the patient, and 
both think and speak in terms of the patient’s per- 
sonal problems if rehabilitation is to have a firm 
foundation. 

For example, often painstaking instruction is 
necessary by the surgeon in the proper use of cane 
or crutches. Most beginnings with each individual 
patient will be on a small scale and much of the 
restoration will be done by the patient in his own 
everyday environment. Only the more serious 
cases will require special clinics or centers for their 
restoration. 

The surgeon in charge cannot be absolved from 
the responsibility of doing all he personally can to 
prevent deconditioning and commence the work of 
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restoration in spite of the possible lack of formal, 
ancillary restorative services at his hospital. Much 
can be done to get the patient in good condition and 
certain deformities, contractures, limitations of 
motion, atrophies of disuse, restricted functions, 
disturbed mental attitudes and warped outlook on 
life can be avoided or greatly reduced in most cases 
if the surgeon will inspire his assistants, residents 
or interns with the proper thinking and conscious- 
ness of their obligation to the patient. 

Where the ancillary services of physical and 
occupational therapy are available, they are invalu- 
able aids to attaining physical restoration if optimal 
use is made of them. To assure the best results 
they must be started early. Depending on the cases, 
restorative therapy may be started on the ward, in 
the clinic or office, always, of course, under the 
guidance and direction of the surgeon whose re- 
sponsibility it is to be able to give that guidance 
and direction. 

Excellent work is being done by the limited 
number of rehabilitation facilities available at 
present and by earlier referral they could be helped 
more in returning the patient to employment even 
sooner. Delay between the time of injury and the 
commencing of restorative therapy frequently may 
be the main factor that will determine whether 
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success or failure in restoring function is to be the 
result. When every physician caring for a trau- 
matic case is fully conscious of the necessity to 
commence preventive and restorative therapy at 
the earliest possible moment after injury, the time 
lost by the patient from remunerative employment 
can be reduced. 


REPORT.OF DELEGATE TO A.M.A. 
concluded from page 154 

to note that the House had one hundred per cent 
attendance in all sessions and that all but three 
Delegates from the United States possessions were 
in attendance at the meeting. The Reference Com- 
mittees were well attended and some had to have 
extra sessions. The material submitted for debate 
was thoroughly debated and discussed before re- 
ports were written and it is interesting to note that 
the Reference Committees so correctly gave the 
sentiment of those appearing before it that there 
were no instances of Reference Committee reports 
being overturned on the floor of the House. 


Respectfully submitted, 
CHARLES L. FARRELL, M.D. 


It fills the need... 


FOR A SOFT CURD MILK 


Proper homogenization produces a very low-tension curd and at 
_no sacrifice of the milk’s normal calcium and phosphorus. 


e For a milk acceptable to finnicky digestive systems. . . 
e For a key food for expectant and nursing mothers .. . 
e For the most important item in infant feeding... 


e For a war-time replacement food as well as a basic food .. . 


PRESCRIBE 
GRADE A HOMOGENIZED MILK 


Produced by 


A. B. Munroe Dairy 
Established 1881 
102 Summit Street, East Providence, R. I., Telephone East Providence 2091 
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Inadequate vitamin C in infant feeding often leads not only to scurvy 

but also to megaloblastic anemia.! BREmIL—newest product of Borden research— 
guards against these grave nutritional complications by providing three times the 
recommended daily allowance? for vitamin C in the reliquefied quart. 


Appreciation of the importance of infantile megaloblastic anemia begins with 

the classic description of the syndrome by Zuelzer and Ogden.* May, et al., observe 
that megaloblastic anemia “‘has been reported frequently as a complication of 

scurvy.” ! They also report concerning their own work: ““When vitamin C was provided 
adequately, the diets tested did not lead to megaloblastic anemia.””! 


Careless formula preparation or simply failure to give the required vitamin C when prescribed 
often explains the inadequacy in vitamin C intake. Physicians will therefore appreciate 
particularly the fact that BremiL provides more than ample ascorbic acid. And, of course, 
BreMIL meets similar requirements for vitamins A, B, and D, riboflavin and niacin. 


moreover ...an adequate provision of vitamin C is not the 
only attribute that makes BREMIL new and unique 


BreMiL is a completc’y modified milk in which the calcium-phosphorus ratio (11:1) 

is adjusted to the pattern of human milk, thus helping to prevent hypertonicity, 
hyperirritability and other tetanic symptoms in infants.*> Bremit has the fatty acid and 

amino acid patterns of human milk . . . the same carbohydrate (lactose) ... more iron... 

a soft, flocculent curd of small particle size comparable to human milk . . . complete solubility. 


BremiL can be mixed for a single feeding or a 24-hour period. Formula preparation 

is as rapid as with a liquid product. Moreover, Breit does not settle out on standing. 
Standard dilution is 1 level tablespoonful and 2 fl. oz. water, although BremiL can 

be either concentrated or diluted. Each level tablespoonful Breit powder supplies 44 calories. 
Complete information and a trial supply may be obtained upon request. 

BrEMit is available in drugstores in 1 lb. cans. 

1, May, C. D., et al.: Am. J. Dis. Child. 80:191, 1950. 

2. Recommended Daily Dietary Allowances, Rev. 1948, Food and Nutrition Board, National Research Council. 

3, Zuelzer, W. W., and Ogden, F. N.: Am. J. Dis. Child. 71:211, 1946. 


4. Gardner, L. I., Butler, A. M., et al.: Pediatrics 5:228, 1950. 
5, Nesbit, H. T.: Texas State J. M. 38:551, 1943. 


| 
flexible, palatable, easy to prepare [ ft il powdered infant food 


Prescription Products Division 


The Borden Company, 350 Madison Avenue, New York 17 
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ANNUAL REPORTS — 1950 


THE PROVIDENCE MEDICAL ASSOCIATION 


ANNUAL REPORT OF THE SECRETARY 

The Association suffered a great loss during 
the year with the death of its elected President, 
Dr. U. E. Zambarano, who had been ill for several 
months. 

Under the direction of Dr. Frank W. Dimmitt, 
who succeeded to the presidency, the Association 
carried forward its many programs with success. 
To name a few major projects the rapid develop- 
ment of the Medical Bureau, the formation of a 
Disaster Committee, the offering of a group health 
and accident policy for the membership, and the 
successful annual dinner and golf tournament may 
be cited. 

During the year the Association conducted seven 
scientific meetings with an average attendance of 
92 members. The December meeting was omitted 
in order that the Association might cooperate com- 
pletely with the Rhode Island Medical Society in 
its midwinter session held at Woonsocket. 


The programs presented at the Association 
meetings in 1950 were as follows: 


January 9 — Presidential Address, George W. 
Waterman, M.D. “The Hoover Report,” Mr. 
Nord Kitchen, Providence Junior Chamber of 
Commerce. “Physicians Service,” Joseph C. 
O'Connell, M.D., President, Rhode Island Medical 
Society Physicians Service. 

February 6 —“Legal Hazards of the Practice 
of Medicine,” S. Everett Wilkins, Member, Firm 
of Hinckley, Allen, Tillinghast and Wheeler ; 
Counsel, Aetna Casualty and Surety Company. 
“The High Calory Diet in the Treatment of Diar- 
rhea in Infants,” Edward Scott O'Keefe, M.D., 
Pediatrician, Union Hospital, Lynn, Mass. ; Con- 
sultant Pediatrician J. B. Thomas Hospital, Pea- 
body ; Formerly Pediatrician, Massachusetts Gen- 
eral and Carney Hospitals; Formerly Instructor 
in Pediatrics at Harvard Medical School. 

March 6 —“Cardiovascular Syphilis.” Clifton 
B. Leech, M.D., Associate in Cardiology, 
Rhode Island Hospital. “The Present Status of 
Treatment in Rheumatoid Arthritis,’ Marion 
Ropes, M.D., Associate Physician, Massachusetts 
General Hospital; Assistant Professor of Medi- 
cine, Harvard Medical School. 


April 3—“Some New Aspects in Radiation 
Therapy With Special Considerations on the Prac- 
tical Use of Infrared and Ultraviolet in Clinical 
Medicine,” Milos J. Lota, M.D., Jaffenreftfer Fel- 
low in Medical Science, Brown University and 
Rhode Island Hospital; Formerly Professor of 
Physical Medicine at Charles University, Prague, 
Czechoslovakia. “Management of Common Skin 
Diseases,” John L. Fromer, M.D., Member of 
Staff, Allergy and Dermatology Service, The La- 
hey Clinic, Boston. 

May 1—“Problems of the General Practi- 
tioner, and Their Solutions,” Charles E. Millard, 
M.D., President Rhode Island Academy of Gen- 
eral Practice. “‘Vascular Lesions of the Brain, 
and Their Surgical Treatment,” Hannibal Hamlin, 
M.D., Assistant Surgeon, Department of Neuro- 
surgery, Rhode Island Hospital. 

October 2—“‘The Circulatory Manifestations 
of Obstruction of the Superior Vena Cava ina 
Patient with Portal Hypertension,’ David S. 
Howell, M.D., Formerly of Rhode Island Hos- 
pital; Presently on the Staff of Philadelphia Gen- 
eral Hospital. “Surgery in Heart Disease,’’ Robert 
IE. Gross, M.D. of Boston, William E. Ladd Pro- 
fessor of Surgery, Harvard Medical School, and 
Surgeon-in-Chief, Children’s Medical Center. 


November 6—Tetanus,” C. J. Bellavance, M.D., 
Resident of Rhode Island Hospital; Richard F. 
Mulroy, M.D., Assistant Resident Department 
of Orthopedics at Rhode Island Hospital. “Social 
Medicine in Great Britain,’”’ Mr. Elisha C. Mowry. 
Attorney, President of Rhode Island Branch, En- 
glish-Speaking Union. “Infectious Hepatitis Com- 
plicating Pregnancy,” Leonard Sutton, M.D.. 
Resident of Rhode Island Hospital; Elihu S. 
Wing, Jr., M.D., Formerly Resident Rhode Island 
Hospital, Presently a Resident at Johns Hopkins 
Hospital. 


The Executive Committee held six meetings 
1950 at which the business affairs of the Associa- 
tion were carried forward. Applications for mem- 
bership were viewed, and twenty-two physicians 
were recommended to the Association for elec- 
tion to membership as active members. 
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During the year one associate member resigned, 
and one active member transferred his member- 
ship outside the State; two members returned to 
Providence to practice medicine and they were 
re-instated in membership. One member was 
transferred from active to associate membership. 
The total members at the end of the year were 605. 


The following members died during 1950: 


Vincent Bianchini, M.D. (October 8, 1950) 
James H. Crowley, M.D. (April 3, 1950) 
Robert L. Farrell, M.D. (October 3, 1950) 
William H. Hodgson, M.D. (June 4, 1950) 
Jacob S. Kelley, M.D. (March 18, 1950) 
George S. Mathews, M.D. (December 1, 1950) 
Harry C. Messinger, M.D. (August 2, 1950) 
Alan O'Donnell, M.D. (March 3, 1950) 
George F. White, M.D. (September 23, 1950) 
Pearl Williams, M.D. (March 13, 1950) 
Ubaldo Zambarano, M.D. (May 30, 1950) 


With this report your Secretary concludes four 
years of service in this office. They have been most 
enjoyable years of participation in the affairs of 
the Association, and to all those members who 
have given generously of their time and energies 
to assist me in carrying out my duties as Secre- 
tary | extend my personal thanks. 


DanieL V. Troppo.t, M.D., Secretary 


ANNUAL REPORT OF TREASURER 
RECEIPTS: 

Cash balance on hand, January 1, 1950 $ 333.29 
Dues paid in 1950 $7,527.50 
Annual dinner 
Dividends from 

investments 
Medical Bureau 

Loan repaid 
R. I. Medical Society, for 

advertising in Educa- 

tional Campaign 


Total Receipts, 1950 8,941.86 


$9,275.15 


EXPENSES: 
Annual Dinner 
Collations 
Committees 
Donation, R. I. Medical 
Society 
Educational Campaign 
Executive Office 
Journals for Library 
Library (night attendant) 


continued on next page 


DO YOUR DISABILITY INCOME 
POLICIES DO THE JOB 
YOU EXPECT OF THEM? 


It Will Cost You Nothing To Find Out. 
Without Obligation The R. A. DEROSIER 


AGENCY WILL ADVISE YOU. 
Already more than 50% of the Rhode Island 


physicians have insurance with us. 


Phone or write: 
R. A. DEROSIER AGENCY 
146 Westminster Street, Providence, R. I. 


GAspee 1-1391 


YES, it took more than 100 years. 
We're proud that these years have been 
devoted to an endeavor to preserve life. 
It is gratifying to know that our small 
contribution has added to the health, 
happiness and well-being of the com- 
munity. We are making every effort to 
maintain our leadership with our next 5 
million prescriptions. 


Glanding’s 
155 WESTMINSTER ST. and WAYLAND SQUARE 
Tel. GA. 1-1476 and PL. 1-1341 
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continued from preceding page 


119.47 
Miscellaneous 111.54 
Office supplies 39.93 
Printing & Postage .............. 422.31 
1,776.40 
392.79 
258.16 
Refund, Rhode Island 

40.00 


Medical Society .......... 
——— $8,387.51 


Cash balance, January 1, 1951... $ 887.64 
Investments (U. S. Treasury 


Total assets, January 1, 1951............. $3,627.64 


J. M. Bearpstey, M.D., Treasurer 


MEDICAL BUREAU OF THE 
PROVIDENCE MEDICAL ASSOCIATION 


FINANCIAL STATEMENT 
Fiscal Year — September 1, 1949. . . August 
30, 1950 
23,503.86 
Expenses : 
Equipment 383.42 
Office supplies. .......... 81.43 
Postage and Printing . 881.75 
6.45 
Miscellaneous ........... 226.52 
Salaries (take home) . 13,903.91 
4,109.10 
Taxes (wages and soc. 
SECUTILY ) 1,984.35 
$22,803.52 
700.34 


J. M. Bearpstey, M.p., Treasurer 


DISASTER COMMITTEE 

Experience throughout the United States has 
shown again and again the need of plans for 
medical care in case of disaster. Disasters vary 
greatly in the type of injuries sustained and the 
number of casualties. For instance, in the Coco- 
nut Grove and Hartford Circus fires, burns were 
the predominating problem, while at the Galveston, 
Texas disaster, explosions of the ammunition ships 
produced an enormous number of fractures and 
lacerations in proportion to the burns. The same 
is true of railroad accidents. 

Catastrophes also vary greatly in the amount 
of damage done to communications. In Galveston, 
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bridges and roads were torn up making it almost 
impossible to evacuate the injured and transport 
medical supplies and personnel. 

The committee has met and discussed these 
problems and are now formulating definite plans. 
These plans are broad enough so that they can be 
integrated with the State Plan and National De- 
fense Plan. Several steps have been taken to have 
a well organized plan. 

1. Questionnaires have been sent to physicians 
so that we may know if a physician has already 
been assigned to some hospital or Red Cross 
Emergency Plan. 

2. Your chairman has met with the State Com- 
mittee and various other Defense Committees. 

3. Our executive secretary, Mr. Farrell, has 
communicated with many states and cities to get 
their ideas and methods oi planning. 

4. Plans are being made to have physicians 
living in various districts to attend the catastrophe 
in their section and start First Aid treatment. This 
in no way supersedes the Red Cross and their 
excellent work but is only to supplement them. We 
suggest all physicians have first aid supplies in- 
cluding morphine, syringes, needles, bandages and 
gauze as a personal preparedness. 

5. We recommend extensive training of civil- 
ians and nurses in First Aid to assist the physician. 

6. The committee has urged each hospital to set 
up a disaster plan and stock pile emergency treat- 
ment bags. 

7. Your chairman has talked to various mem- 
bers of hospital catastrophe committees and _has 
sent out mimeographed copies of the R. I. Hospital 
plan in order that they may formulate their own 
plan and their individual assignments. 

8. A plan is in the making to have the Medical 
I-xchange notify doctors when and where they 
are needed. The Providence Police will cooperate 
in case communication lines are broken. 

Respectfully submitted, 

J. MERRILL Gipson, M.D., Chairman 
A. Horan, M.D. 

L. E. Retk, 

Epwarp I. SELTZER, M.D. 

J. HALL, M.p. 

HeENry B. Moor, M.p. 

FREDERICK J. BURNS, M.D. 


PUBLIC RELATIONS 
Since the members of the Public Relations Com- 
mittee of the Providence Medical Association are 
all members of the same committee of the state 
society, the committee has limited its work to 
active participation in the program of the state 
society’s committee on public relations, feeling 


that that would avoid duplication of effort and 
continued on page 164 
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THE ANTIBIOTIC OF CHOICE Zn Gram-Positive 


and Gonococcic Infections: 


CRYSTALLINE PROCAINE 
PENICILLIN G MERCK 
FOR AQUEOUS INJECTION 

For Prolonged Therapeutic Blood. Levels of 
Penicillin. 


LEAST TOXIC... 


PENICILLIN PRODURAL® 


Crystalline Procaine Penicillin G and Buffered 
Crystalline Penicillin G Potassium for Aqueous 


Injection. 
UNSUR PASSED IN For Immediate High and Prolonged Blood 


EFFIC ACY Levels of Penicillin. 


MOST ECONOMICAL 


CRYSTALLINE PROCAINE 

PENICILLIN G MERCK IN OIL 

Containing 2% (W/V) Aluminum Mono- 
stearate 


For Maximum Prolongation of Therapeutic 
Blood Levels of Penicillin. 


CRYSTALLINE PENICILLIN G SODIUM 
U.S.P. MERCK 


For Highest Peak Levels of Penicillin—Short 
Duration. 


MERCK PENICILLIN PRODUCTS 


MERCK & CO., INc. 
Manufacturing Chemists 


RAHWAY, NEW JERSEY 
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PROVIDENCE MEDICAL ASSOCIATION 
Annual Reports 
continued from page 162 

cost. The state society’s committee on public re- 
lation has carried on an active program following 
the lines set down by the National Education Pro- 
gram of the American Medical Association. A 
good part of this work has consisted of personal 
appearances before civic and other groups dis- 
cussing the current issue of socialized medicine. 

This committee would like to point out the im- 
portance of payment of individual members’ dues 
to the American Medical Association. The twenty- 
five-dollar annual amount is actually much less 
than union members pay to their own organiza- 
tions. In addition to that, the annual dues now 
include a subseription to the Journal of the Ameri- 
can Medical Association, This money is not being 
used as a fund for lobbying, as has so often been 
said in the public press. It is being used to carry 
on the national education program of the A. M. A. 
This is not any longer a negative, critical pro- 
gram, but a constructive one with concrete and 
specific purposes. The A. M. A. recently spent 
a million dollars in publicity work which consisted 
of articles in newspapers throughout the coun- 
try, ina great many magazines, and over the radio. 
The program was eminently successful as  wit- 
nessed by the fact that private industry spent two 


IN OLNEYVILLE IT’S... 


McCAFFREY we. 


19 OLNEYVILLE SQUARE 
PROVIDENCE 49, R. I. 


IN MOUNT PLEASANT IT’S... 


Butterfield’s 
DRUG STORE 


Corner Chalkstone & Academy Aves. 
ELMHURST 1-1957 
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million dollars for tie-in advertising, twice the 
amount that the A. M. A. spent. In addition, the 
A. M. A. has recently set aside half a million 
dollars to be given to medical schools in this country 
to aid them in their programs. This, of course, is 
a definite attempt to forestall Federal aid to medi- 
cal education, a situation which would in time lead 
to but one thing — Federal control of the medical 
schools. 

It would be quite fool-hardy for any one indi- 
vidual to expect that the public relations commit- 
tees throughout the country can carry on the entire 
program for all doctors. If one would but stop 
and think, each individual practitioner would real- 
ize that public relations begins right at home in his 
own office. He himself is his best public relations 
man. He can do more to create more good-will 
by the way he treats his patients himself than any 
other man can do for him. Likewise, his secretary. 
The voice which answers the telephone when a pa- 
tient calls is a very important one. First impres- 
sions are foremost and lasting. This matter de- 
serves your consideration and thought, and the 
committee urges you very strongly to be most 
careful in your deportment with your fellow men. 
We are definitely on the spot and this is the time 
when each and every one of us has to be most 
careful. 

Respectfully submitted, 
Morris Botvin, M.p., Chairman 
CHARLES ASHWORTH, M.D. 
CLIFTON LEECH, M.D. 


READING ROOM COMMITTEE 

The Library was open 101 evenings from Jan- 
uary 3 through December 26. The total number 
of visitors was 427. Of these 122 were members 
of the association. The remainder were students, 
teachers, nurses, dentists, etc. Evening hours 
seem to be becoming more popular as there were 
over 100 more visits than in 1949. 

The association has paid for the binding of 58 
volumes of medical journals and there are 42 
volumes at the bindery at the present time. 

The Association subscribes to 35 journals. 


Respectfully submitted, 

RusseLt R. Hunt, m.p., Chairman 
F. CHARLES HANSON, M.D. 
Jacos GREENSTEIN, M.D. 


COMMITTEE ON PRE-SCHOOL EXAMINATIONS 

The Committee on Pre-School examinations did 
not meet during the year 1950 due to the fact that 
the announcement of the make-up of the Com- 
mittee appeared too late for definite action of said 
committee, which must of necessity take place in 
the Spring months of the year. Attention is called 


to the year 1949 when it was stated that it was the 
continued on page 166 
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REPORT OF THE MILK COMMISSION OF THE 
PROVIDENCE MEDICAL ASSOCIATION, 1950 


MILK in Providence during 1950 was 
obtained from the following farms: Cherry 
Hill Farm, North Beverly, Mass.; Fairoaks 
Farm, Lincoln, R. I.; Hampshire Hills Farm, 
Wilton, N. H.; Walker-Gordon Farm, Charles 
River, Mass. 

Through the courtesy and co-operation of the 
Boston Commission we have accepted their certi- 
fication of two farms from Massachusetts and 
one from New Hampshire. 

Bacteriological and chemical examinations of 
certified milk are made in the laboratories of Brown 
University under the supervision of Professor 
Charles Stuart. 

All of the herds are under State and Federal 
supervision and are free from Tuberculosis and 
Brucella abortus infections. 

The legal standard for Pasteurized Certified 
milk in Providence is 500 colonies per c.c., and the 
actual count in all samples examined by your Com- 
mission the past year has been 14 colonies per ce. 
The count on raw certified milk the past year has 
been 6202 per c.c. while the legal limit in Prov- 
idence is 10,000 colonies per cc. The credit for 
this splendid record belongs to the producers of 
this quality milk. 

The American Association of Medical Milk 
Commissions in their Methods and Standards for 
the Production of Certified Milk, require that each 
producer shall make or have made, once per 
month, a titration of Brucella agglutinins in the 
whey of the milk, whether the milk is raw or 
pasteurized. 


Certified milk shall have a coliform colony count 
of not more than 10 per ml. before pasteurization 
and must be less than 1 per ml. in route samples as 
delivered to consumers. During the past year 
practically all of the samples examined in our 
laboratory have conformed to this regulation. 

During the past year considerable interest in 
milk has been manifested by various groups in the 
State. Many people still ask how it is possible to 
produce such a fine milk with low bacterial counts 
and practically free from Coliform organisms. 
The presence of these organisms in unpasteurized 
milk usually indicates unclean milking, contamin- 
ated utensils or improper handling of milk. Rarely 
they may come from infected udders. Their pres- 
ence in pasteurized milk indicates improper pas- 
teurization or contamination of the milk after 
pasteurization. Properly pasteurized milk should 
contain no organisms of the coli-areogenes group. 

The Commission is indebted to Professor Stuart 
of Brown University for his continued cooperation 
in supervising our laboratory work at Brown 
University. 

The Commission again wishes to thank Dr. 
Edwin Knights of the Health Department for his 
helpful suggestions and interest in the production 
of this high grade product. 

Harorp G. CALper, M.D., Chairman 

REUBEN C. Bates, M.D., Secretary 
D. Wo. BELL, M.D. JouNn LANGDON, M.D. 
Tuomas J. Dotan, FRANK I, Matreo, M.D 
WacteR S. JONES, M.D. Henry E. Urrer, 


MONTHLY AVERAGES OF CERTIFIED MILK FOR 1950 
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6 Average......... 12.62 17 


166 
PRE-SCHOOL EXAMINATIONS 


continued from page 164 
consensus of opinion of the Pre-School examina- 
tion committee that the entire school examination 
and health program should be evaluated and that a 
program should be set up with that in view. 
Respectfully submitted, 

JosepH SMITH, M.D., Chairman 

B. Lewis, M.D. 

Ropert M. Lorp, M.D. 

Mer Le M. Porter, M.D. 

Joun T. MonaAHAN, M.D. 

Morris Botvin, M.D. 

Amy RUSSELL, M.D. 


COMMITTEE ON ENTERTAINMENT 

On Wednesday, September 13, at the Agawam 
Hunt Club, the annual dinner and golf tournament 
proved to be a success. The tragic fire at the Rhode 
Island Country Club necessitated a last minute 
shift of scene. This was accomplished with very 
little difficulty due to the efforts of Mr. Farrell 
and the club stewards. 

There were 145 members and guests present 
at the dinner and a great number of these took 
advantage of the weather to play in the golf 
events. Dr. J. A. Hindle won the President’s 
trophy with Dr. Dewitt and Dr. David Freedman 
close contenders. Dr. Charles Dotterer won the 
low gross with Drs. Lenzner, F. Hanley and J. V. 


“Not for 
Health 


—just for 


Happiness!" 


Warwick Club Ginger Ale Co., Inc. 
"It Sings In The Glass" 
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Moran close behind. The low net winners were 
Drs. Chappis, C. J. Riley, William Davis and R., 
Haverly. Winners of special prizes were Drs, 
R. E. Stevens, W. C. Gordon, E. Hackman, and 
J. Castrovano. 


Entertainment was supplied by the interna- 
tionally famous trick shot golfer, Jack Redman. 
The first part of his program was on the golf course 
where he demonstrated many golf shots with a 
variety of trick clubs. Several of the members 
were called on for assistance which proved to be 
quite humorous. After the dinner a series of 
movies about golf were shown. 


At the dinner a few short speeches were in 
order and prizes were given out, which had been 
generously donated by friends of the Association, 


Respectfully submitted, 


W. J. H. FiscHer, JRr., M.p., Chairman 
NATHAN A. BoLotow, M.D. 
HERMAN P. GROSSMAN, M.D. 
DILEONE, M.D. 

Harry E. DARRAH, M.D. 


ADVISORY COMMITTEE TO THE 
COMMUNITY WORKSHOPS 


During 1950 there has been no meeting of the 
full committee: The Executive Committee of the 
Community Workshops has consulted the chair- 
man of your committee on occasion, and mem- 
bers of your committee have assisted the Com- 
munity Workshops in a number of matters which 
did not require concerted action. 


Respectfully submitted, 


Ciirton B. LEEcH, M.p., Chairman 
RAYMOND F. HACKING, M.D. 
A. Horan, M.D. 

Louts A. SAGE, M.D. 

EpwWIN GAMMELL, M.D. 
CATHERINE ZOURABOFF, M.D. 
P. SHIELDs, M.D. 


Duffy My Druggist 
Plainfield St. at Laurel Hill Ave., 
Providence, R. I. 
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_ Meal-to-meal adherence to 
restricted reducing dietsis 
made much easier by Desyphed. — 

A material contribution to 
_ the success of a weight reduction 
is achieved by: 


_1.Blunting the patient's 
hunger ond appetite 


2. Producing a feeling well being 


3.Helping to overcome depressive 
_ States which frequently : 
_ are responsible for overeating 


A Increasing desire 
for activity (ambition) 


Increasing physical activity 
(therewith indirectly i 
metabolism) 


-Desyphed is also a 
to counteract drug drowsiness 
(antihistaminics, sedatives), 
‘to overcome mild depressive 
states and narcolepsy, == 
and to counteract hypotension. 


dosage: ah dove of 
for the treatment of obesity is 


lunch dally. Another tablet may: 
be taken in the middle of the afternoon if needed, 
provided. it does not cause insqmnia. 
_ Available in tablets of 2.5 mg., 
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BOOK REVIEWS 


PROCEEDINGS OF THE FIRST CLINIC- 
AL ACTH CONFERENCE by John R. Mote, 
M.D., Editor. The Blakiston Company, Phil., 
1950. Price $5.50. 


As the name implies this book is an outline of 
the proceedings of the first conference on the 
clinical use of ACTH (adrenocorticotrophin ) 
called by Armour Company*, in 1949, to assemble 
the information on the early work of various in- 
vestigating groups. The investigators represented 
the foremost research groups in the leading medical 
centers and medical schools in the country. 

The overall content of the book amounts to a 
clinical report of the metabolic and physiological 
effects produced by stimulating the adrenal glands 
with ACTH under various conditions. 

These conditions cover a wide range of clinical 
conditions, various periods of life in normal indi- 
viduals, nearly all of the known glandular abnormal- 
ities, chronic diseases of unknown origin, collagen 
diseases including rheumatoid arthritis and a 
variety of miscellaneous diseases. 

Each individual study represents for the most 
part observations on a small group of cases. With 
few exceptions presentations are brief, clear cut, 
and scientifically accurate. Conclusions are gen- 
erally justified. Although the style of presentation 
is roughly the same for all reporting groups there 
is emphasis on clinical effects as well as laboratory 
effects and the latter is technically not “too 
scientific’. 

This book of proceedings is a valuable addition 
to the “must” reading of the student, the research 
worker, and the internist. It certainly concerns 
itself with the “modernistics” of therapy. 

W. J. 
*(Producers of ACTH) 


A TEXT-BOOK OF X-RAY DIAGNOSIS by 
British Authors. Edited by S. Cochrane Shanks, 
M.D., F.R.C.P., F.F.R. and Peter Kerley, M.D., 
F.R.C.P., F.F.R., D.M.R.E. Volume IV: THE 
BONES, JOINTS AND SOFT TISSUES. 
Second edition. Price $15.00. W. B. Saunders 
Company, Phil., 1950. 

The first edition of this valuable and compre- 


hensive text of x-ray diagnosis was published 
over ten years ago. There have been six reprintings 


of the original edition indicating the great demand 
for this type of volume. The second edition has 
been completely rewritten and brought up to date 
following the plan of the original. The text is 
confined primarily to diagnosis, therefore radiation 
physics has been completely eliminated and only 
essential details of technic are included. 

The fourth volume on the bones and joints and 
soft tissues is-conveniently divided into eleven 
parts for ready reference as follows: Part One, 
The Normal Bones and Joints ; Part Two, The Gen- 
eral Pathology of Bone; Part Three, Congenital 
Deformities of Bones and Joints; Part Four, 
Traumatic Lesions of the Bones and Joints; Part 
Five, /nflammatory Diseases of the Bones and 
Joints; Part Six, Osteochondritis; Part Seven, 
Static and Paralytic Lesions, the Intervertebral 
Discs: Orthopedic Operations; Part Eight, Con- 
stitutional Diseases of Bones and Joints; Part 
Nine, Tumors and Cysts; Part Ten, The Soft 
Tissues ; Part Eleven, The Localisation of Foreign 
Bodies. 

The text is well written. It is an up-to-date 
survey in this progressive field of x-ray diagnosis. 
It is concise yet comprehensive and authoritative. 
It is profusely illustrated with excellent and charac- 
teristic material. This volume should be well worth 
while in the library of every radiologist and ortho- 
pedic surgeon. It is an excellent text for students 
and a ready reference for other specialists and gen- 
eral practitioners. 

R. HuNT, M.D. 


TEACHING THE RETARDED CHILD AT 
HOME by Edna Davison Osterhout, B.A. Price 
$2.25. Duke University Press, Durham, N. C. 
1950. 


This book is meant to be a home guide for parents 
of children who are so retarded that they cannot 
progress beyond the first few grades in ordinary 
schools. It is an outline of lessons to be given the 
child in various subjects and areas: reading, 
writing, spelling, numbers, handwork, games, etc. 
Although the suggestions on the teaching of begin- 
ning of writing of letters and numbers are genuinely 
helpful — actually there is nothing particularly 
new or revealing in these pages. The pages on 
reading and spelling are much like those that can 
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be found in any of the current beginning work- 
books, except that the latter may have greater 
detail and opportunity for drill and show more 
steadily progressive purpose. 

Parents of mentally deficient children must first 
be given help in the area of acceptance and under- 
standing of the child. The parents must be shown 
how they can increase the child’s experience so that 
the child can be trained for practical living in a 
group in which he finds himself. 


This booklet would be more valuable if there were 
a chapter on the causes of mental retardation, dis- 
cussing it in a manner which would be helpful to 
parents. For instance, an explanation about the 
possible effects of adverse environmental condi- 
tions such as German measles during early preg- 
nancy does much to remove the stigma of having 
a retarded child and aids in acceptance. The dif- 
ferent approach in handling a child with an endo- 
genous deficiency from one resulting from brain 
damage is worthy of discussion. Similarly, the 
effect of love and security on intellectual function- 
ing should be emphasized. 

There are enough children who need help of 
the type offered by the author of this book to make 
us utilize more the information which is accumulat- 
ing in this challenging field. 


DENHOFF, M.D. 


Curran & Burton, Inc. 


GENERAL MOTORS 
HEATING EQUIPMENT 


COAL OIL 
TURKS HEAD BUILDING, PROVIDENCE 
GAspee 8123 


Our 3 registered pharmacists 


Serving... 


PROVIDENCE—=-CRANSTON 
... Friendly Pharmacy 


22 Pontiac St. Corner Reservoir Ave. 
Near Calart Flower Co. 


Finest Prescription Service 


LABORATORIES INC 
NEW YOR! 
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(heck Now... 


MONDAY, April 2.. 
Regular Meeting of the Providence Medical Association, 
at the Medical Library, at 8:30 p.m. 


Program: “Management of the Infertile Couple” 


fer coher coher coher coher coher coher 


WEDNESDAY, April 11... 
Medical-Dental Lecture, Albertus Magnus Hall, Provi- 
dence College, at 8 p.m. 
Program: ‘Mass Fluoridation of Water Supplies” 


oor oan cohen coher 


MONDAY, April 30... 
Meeting of the Providence Medical Association, at the 
Medical Library, at 8:30 p.m. (This meeting held in- 
stead of scheduled first Monday in May to avoid conflict 
with annual meeting plans of the R. I. Medical Society.) 


coher coher coher oer 


WEDNESDAY, May 9 and THURSDAY, May 10... 
140th ANNUAL MEETING, The Rhode Island Medical 
Society. At the Medical Library. 


coher coher coder coher 
SUNDAY, June 10... 


American Medical Association Annual Sessions, at Atlantic 
City, N. J. All this week. 
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COMMITTEES OF THE PROVIDENCE 


MEDICAL ASSOCIATION FOR 1951 


Advisory Committee to the Community Workshops, Inc. 


Clifton B. Leech, M.D., Chairman 
Raymond F. Hacking, M.D. 
William A. Horan, M.D. 

Louis A. Sage, M.D. 

Edwin Gammell, M.D. 

Maurice W. Laufer, M.D. 

Robert Lord, M.D. 

Merle Potter, M.D. 


Disaster Committee 


J. M. Gibson, M.D., Chairman 
William A. Horan, M.D. 

L. E. Reik, M.D. 

Edward I. Seltzer, M.D. 

Hugh J. Hall, M.D. 

Henry B. Moor,’M.D. 
Frederick J. Burns, M.D. 


Entertainment Committee 


William J. H. Fischer, M.D., Chairman 
Nathan A. Bolotow, M.D. 

Herman P. Grossman, M.D. 

Ralph DiLeone, M.D. 

Harry E. Darrah, M.D. 

Benedict Chapas, M.D. 

Edward I. Seltzer, M.D. 


Committee on Ethics and Deportment 


Robert H. Whitmarsh, M.D., Chairman 
John G. Walsh, M.D. 

Marshall Fulton, M.D. 

E. Victor Conrad, M.D. 

Michael J. O’Connor, M.D. 

Laurence A. Martineau, M.D. 

Henry F. McCusker, M.D. 

William Fain, M.D. 


Group Insurance Committee 


Robert G. Murphy, M.D., Chairman 
Emanuel Benjamin, M.D. 

James H. Cox, M.D. 

Albert H. Jackvony, M.D. 


Committee on Legislation 


Henry S. Joyce, M.D., Chairman 
Frank B. Cutts, M.D. 

Clarence J. Riley, M.D. 

Hilary Connor, M.D. 

Joseph Smith, M.D. 


Advisory Committee to Medical Bureau 


John G. Walsh, M.D., Chairman 
William P. D’Ugo, M.D. 
Irving A. Beck, M.D. 
William P. Davis, M.D. 
Robert G. Murphy, M.D. 


Medical Milk Commission 
Frank I. Matteo, M.D., Chairman 
Reuben C. Bates, M.D 
John Langdon, M.D. 
Henry E. Utter, M.D. 
D. William Bell, M.D. 
Thomas J. Dolan, M.D. 
Harold Calder, M.D. 
Walter S. Jones, M.D. 


Committee on Pre-School Examinations 
Joseph Smith, M.D., Chairman 
Charles B. Lewis, M.D. 

Francis V. Corrigan, M.D. 
John T. Monahan, M.D. 
.Banice Feinberg, M.D. 
Amy E. Russell, M.D. 
Robert M. Lord, M.D. 


Prize Case Report Contest Committee 
Edwin B. O’Reilly, M.D., Chairman 
Joseph G. McWilliams, M.D. 
Nathan A. Bolotow, M.D. 

Thomas Perry, Jr., M.D. 
Robert R. Baldridge, M.D. 
Michael DiMaio, M.D. 


Committee on Professional Relations and Hospitals 


Howard Turner, M.D., Chairman 
Vincent J. Ryan, M.D. 

Joseph G. McWilliams, M.D. 
Russell Bray, M.D. 

Herman A. Winkler, M.D. 


Program Committee 
Alex Burgess, Jr., M.D., Chairman 
Louis I. Kramer, M.D. 
George Waterman, M.D. 
Frank W. Dimmitt, M.D. 
Ernest Thompson, M.D. 
Francis Chafee, M.D. 
Michael DiMaio, M.D. 
Robert Lord, M.D. 
Seebert Goldowsky, M.D. 
Robert G. Murphy, M.D. 
Irving Beck, M.D. . 
Herbert Fanger, M.D. 
Frederic J. Burns, M.D. 
Marshall Fulton, M.D. 


Committee on Public Relations 
Clifton B. Leech, M.D., Chairman 
Francis H. Chafee, M.D. 
Frederic J. Burns, M.D. 
Morris Botvin, M.D. 
Donald DeNyse, M.D. 
Charles J. Ashworth, M.D. 


Reading Room Committee 
Irving Beck, M.D., Chairman 
Francis Garside, M.D. 
Lucy Bourn, M.D. 


PHYSICIANS DIRECTORY 


ANESTHESIOLOGY 
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DERMATOLOGY 


EDWARD DAMARJIAN, M.D. 
124 Waterman St., Providence 6 
GAspee 1-1808 
Nerve Block 
Diagnostic and Therapeutic 


SAMUEL PRITZKER, M.D. 
Practice limited to anesthesiology 


179 Wheeler Avenue, Providence 5, R. I. 


Wllliams 1-7373 


Telephone: 1-0070 


CARDIOLOGY 


Hours by Appointment 


CLIFTON B. LEECH, M.D. 


Pte of American Board of Internal Medicine; 
internal Medicine and Cardiovascular Disease) 


Practice limited to diseases of the 
heart and cardiovascular system. 


82 Waterman Street, Providence 


ResipeNce: Warren 1-1191 


DERMATOLOGY 


Orrice: Gaspee 1-5171 


105 Waterman Street 


WILLIAM B. COHEN, M.D. 


Practice limited to 
Dermatology and Syphilology 


Hours 2-4 and by appointment - GA 1-0843 


Providence, R. I. 


VINCENT J. RYAN, M.D. 
Practice limited to 
Dermatology and Syphilology 
Hours by appointment 
198 Angell Street, Providence, R. I. 


Call GA 1-4313 


BENCEL L. SCHIFF, M.D. 
Practice limited to 
Dermatology and Syphilology 
HOURS BY APPOINTMENT 
Pawtucket 5-3175 
251 Broadway, Pawtucket, Rhode Island 


247 Waterman Street 


ARTHUR B. KERN, M.D. 
Practice Limited to 
Dermatology and Syphilology 
Hours by appointment * Phone DE 1-6183 


Providence 6, R. I. 


MALCOLM WINKLER, M.D. 
Practice limited to 
Dermatology and Sy philology 
Hours by appointment Call DExter 1-0105 
199 Thayer Street, Providence, R. I. 


EYE, EAR, NOSE AND THROAT 


NATHAN A. BOLOTOW, M.D. 
Ear, Nose and Throat 
Otorhinologic Plastic Surgery 
Hours by appointment GAspee 1-5387 
126 Waterman Street Providence 6, R. I. 


FRANCIS L. BURNS, M.D. 
Ear, Nose and Throat 
Office Hours by appointment 


382 Broad Street Providence 


JAMES H. COX, M.D. 
Practice Limited to Diseases of the Eye 
- By Appointment 
141 Waterman Street Providence 6, R. I. 
GAspee 1-6336 


JOS. L. DOWLING, M.D. 
Practice limited to 
Diseases of the Eye 
57 Jackson Street Providence, R. I. 
1-4 and by appointment 


HERMAN P. GROSSMAN, M.D. 
Practice limited to Diseases of the Eye 
By appointment 
210 Angell Street Providence 6, R. I. 
DExter 1-2433 


RAYMOND F. HACKING, M.D. 


Practice limited to Diseases of the Eye 


105 Waterman Street Providence 6, R. I. 


F. CHARLES HANSON, M.D. 
Specializing in Eye 
162 Angell Street | CALL GAspee 1-9234 


Providence 6, R. I. or JAckson 1-2331 


. 
- 
4 
— 
: — 
‘A 
ig 


MARCH, 1951 


EYE, EAR, NOSE AND THROAT 
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PROCTOLOGY 


THOMAS R. LITTLETON, M.D. 
Ear, Nose and Throat 
Office Hours by Appointment 


204 Angell Street Providence 6, R. I. 
Phone GAspee 1-2650 


BENJAMIN FRANKLIN TEFFT, M.D. 
Ear, Nose and Throat 
185 Washington Street West Warwick, R. I. 


Hours by appointment Valley 1-0229 


HERMAN A. WINKLER, M.D. 
Ear, Nose and Throat 
224 Thayer Street, Providence, R. I. 
Hours by appointment Call GAspee 1-4010 


MILTON G. ROSS, M.D. 
Practice limited to Diseases of the Eye 
Office Hours by Appointment 
355 Thayer Street Providence 6, R. I. 
GAspee 1-8671 


NATHANIEL D. ROBINSON, M. D. 
Practice limited to Diseases of the Eye 
Office Hours by Appointment 
112 Waterman Street Providence 6, R. I. 
TEmple 1-1214 


NEURO—PSYCHIATRY 


DAVID J. FISH, M.D. 
Neuropsychiatry 
355 Thayer Street 
Providence 6, R. I. 
JAckson 1-9012 Hours by appointment 


HUGH E. KIENE, M.D. 
Neuro-Psychiatry 
112 Waterman Street Providence 6, R. I. 


Telephone: Plantations 1-5759 


Hours: By appointment 


THAD. A. KROLICKI, M.D. 
Practice Limited to Diseases of 
Anus, Rectum and Sigmoid Colon 
Hours by appointment 
102 Waterman Street, Providence, R. I. 
Call JAckson 1-9090 


PSYCHIATRY 


GERTRUDE L. MULLER, M. D. 
Psychiatry 
193 University Ave., Providence 6, R. I. 
Hours by Appointment Only 


Doctor may be reached after 5 p.m. daily, 
and weekends, at DExter 1-5398 


NORMAL VALUES IN CLINICAL MED- 
ICINE by F. William Sunderman, M.D., Ph.D., 
and Frederick Boerner, V.M.D. Published by 
W. B. Saunders Company, Philadelphia, 1949, 
$14.00. 


This statistically compiled and informative book 
could be an extremely useful guide for the prac- 
titioners of medicine in evaluating data, laboratory 
and otherwise, particularly that in which they may 
be somewhat unfamiliar. It is readily adapted for 
the medical students, house officers and the 
practitioners. 

The vast data has been systematically presented 
by the authors who have, in the Foreword and in 
the Preface, wisely qualified the varied connota- 
tions of their use of “normal” findings. They have 
ably supported their statistics with good accom- 
panying discussions. 

The contents are excellently presented and well 
indexed. The authors, and their many collabora- 
tors, have delved deeply into detail and the volume 
can readily be used as a manual or reference book. 
The data, selected and condensed, meets the de- 
mands for a ready reference while briefly provid- 
ing some essentials. 

The chapters on Metabolism and Nutrition are 
surprisingly comprehensive in their condensed 
forms. The brief treaty on Isotopes is a typical 
example of the authors’ skill in presenting the 
balanced picture of categorical facts supported by 
brief but ample descriptions. 

It is felt that this book has a definite place in 
private or institutional libraries. 


FREDERIC J. BURNS, M.D. 
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even in stubborn 
slow healing wounds — 
burns 

ulcers 


(decubitus, varicose, diabetic) 


OINTMENT 
the external 


cod liver oil therapy 


New clinical studies' again prove the ability of 
Desitin Ointment to ease pain, inhibit infection, stimulate 
healthy granulation, and accelerate smooth epitheliza- 
tion in lacerated, denuded, ulcerated surface tissues .. . 
often in conditions resistant to other theron 


protective, soothing, healing Desitin Ointment i isa aelf-storilizing 
blend of high grade, crude Norwegian cod liver oil (with its 
unsaturated fatty acids and high potency vitamins A and D in 

proper ratio for maximum efficacy), zinc oxide, talcum, petrolatum, 
and lanolin. Does not liquefy at body temperature and is not 
decomposed or washed away by secretions, exudate, urine 

or excrements. Dressings easily applied and painlessly removed. 
Tubes of 1 oz., 2 0z., 4 oz., and 1 Ib. jars. 
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